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ORIGINAL COMMUNICATIONS. 



INGLEBY LECTURES FOR 1898. 
EXTRA-UTERINE PREGNANCY. 

BY JOHN W TA.yLOR, F R.C.S. ENG. 

Lecture L 
(Continued from page J 4s, VoL xliiL) 

THE TUBAL MOLE. 

In a large number of cases pregnancy within the Fallopian 
tube results in the formation of a tubal mole at a very early 
Stage of gestation. Haemorrhage occurs (as Mr. Bland Sutton 
has explained) into the " sub-chorionic chamber" from the 
circulation of the embryo. In other words blood is poured 
out into the space between the amnion and chorion, the embryo 
is injured or destroyed, and a mole of pregnancy results in the 
same way as it does when a similar accident occurs within the 
uterus. In a very few cases (one is reported by Mr. Sutton) the 
mole is extruded from the Fallopian tube into the abdominal 
cavity, forming a true "Tubal abortion." In by far the greater 
number of cases, however, the " mole " remains strongly attached 
at one part to the inner surface of the tube. This point of 
attachment marks the site of what would afterwards have been 
the placenta if the pregnancy had continued to develop, and 
some of the specimens of tubal mole afford good opportunities 
for examination into its usual extent and consistency. The 
union of tube and ovum is remarkably firm in this situation, 
A 
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but the extent of the union is limited. The mole clings to the 
tube like a pedunculated polypus, all the circumference of the 
ovum except at the point of attachment being absolutely free. 
Until the placental site is differentiated from the rest of the 
chorion, and attachment is made, the fructified ovum is probably 
freely movable : as soon as the attachment is formed it steadily 
increases in strength, and if the pregnancy goes on it is very 
probable that no subsequent change will altogether separate the 
relations of ovum and tube. This is not only of importance in 
the later stages of extra-uterine gestation, as we shall see here- 
after, but even at this stage the attachment of the mole is a 
source of serious trouble. For although the pregnancy becomes 
abortive it does not then become innocuous or quiescent On 
the contrary the blighted ovum remains hanging from the minor 
surface of the tube. It is a source of continuous irritation and 
hypersemia in the maternal tissues to which it clings, and is the 
cause of repeated and dangerous bleedings from the Fallopian 
tube into the abdominal cavity. 

It is true that an attempt is made towards closure of the 
abdominal ostium of the tube. In acute gonorrhceal salpingitis, 
as is well known, this closure is usually complete, but in the sub- 
inflammatory processes occasioned by tubal mole the salpingitis 
is much less marked and the closure is incomplete. The tube 
becomes thickened and more vascular, and at the fimbriated end 
the ring where peritoneum ceases and mucous membrane begins 
is subject to a slow contraction that tends to partially confine 
the blood that is effused within the lumen of the tube. The 
consequent enlargement and dilatation of the tube on the uterine 
side of this ring of contraction withdraws some of the fimbriae 
back within the tube, but the process rarely proceeds further 
than this in tubal mole. The abdominal ostium still remains 
patent, though contracted, and is still marked by a small rosette 
of fimbriae on its abdominal aspect. 

The external or peritoneal aspect of the tube is marked by a 
globular swelling corresponding to the situation of the " mole." 
This, in the removed specimen^ is very characteristic. Apart 
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Fig. 7. 
To show the " globular swelling corresponding to the situation of the 
mole." In this specimen— contrary to the usual rule — the fimbriated end 
of the tube has been widely opened out by the hsemorrhage. 

fro<m this, the changes which occur in the tube— i^ ^v^^ sH^> 
position, an4 mobility — are very much the s^mg a§ ip other 
cases of tijbal enlargement. As a rule, and esp^ially yrhen the 
pregnancy is situated near the fimbriated ^d, tl^e enlarge and 
heavier portion of the tube containing the ipol^ falls dji^ctly 
behind the uterus, rotating somewhat as i( does $p, and thereforp 
dragging over it and its corresponding ovary the free portipn of 
tl^e broad ligament to which it is attached (mesprS^lpipx). Tbi^ 
takes place very early in the course of the complaint b^efpre any 
bleeding occurs or inflammatory adhesions form. A)pK)St 
imna^diat^ly afterwards, however, as we have alre^y seeq, b\ee4- 
ing begins both into the tube and from the abdominal QStiurp, 
inflammation follows, and the tube becomes increasingly 41^ 
tended and adherent. The tumour which was originally spqall, 
strictly posterior in position, moderately mobile and well-defined, 
slowly, extends to one side or the other, and instead of the small 
well-defined tumour limited to the site of pregnanqy we have a 
complex mass consisting of tube, ovary, broad ligament and 
blood clot, which tends to fill one side of the pelvis and finally 
displaces the uterus to the opposite side, pushing the opposite 
tube and ovary close up again^ the pelvic wall. The uterus it- 
self is enlarged ; a decidua is formed withjn it, and its consequent 
increase in bulk tends to accentuate the displacement. An 
attempt is made in the following sequence of illustrations to 
j^oughly depict the changes liable to occur in the tumour 
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occasioned by a tubal mole. In all the uterus and its 
appendages are sketched as seen from behind. 




Fig. 8. 

In the first we see the little tumour of the tubal pregnancy 
before any haemorrhage has taken place. It is movable, hang-, 
fog fredy in the tube and tends to fall or settle (by its own 
Weight) directly behind the uterus. At this stage it either has 
ho effect at all on the position of the uterus, or tends to drag it 
backwards and also to displace it slightly toward the same side. 
In some cases the backward displacement of the uterus is very 
barked, amounting to dedded retroflexion. In others (as in 
the fig.) the retroflexion of the uterus is less.marked. It is quite 
exceptional, however, for the uterus to be anteflexed as it is so 
often in the early stage of normal pregnancy. The tumour of 
the pregnancy takes the most dependent position, and the 
fimbriated end of the tube is tilted up toward the ovary anterior 
to this and therefore out of sight. 




Fig- 9- 
In the next figure we see the tube generally distended with 
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blood. The space beneath the. meso-salpinx is also filled with 
blood-clot, and blood is escaping into the pouch of Douglas. 

The complex tumqur formed by the pregnancy — consisting 
now of the mole ot pregnancy, distended tube, adherent ovary, 
and hsematocele covered more or less by the meso-salpinx — has 
become fixed by adhesions — it is extending outwards and 
upwards. It is beginning to fill the right side of the pelvis, and 
as it does so it pushes the uterus and opposite appendages 
decidedly to the left. 




Fig. lo. 

In the next illustration, which has been less easy to draw and 

therefore may be less easy to understand, we see that the uterus 

• has been pushed quite over to the left by the growing mass, so 

-that it must now lie dose against the pelvic wall and rectum. 

Considerable haemorrhage has taken place beyond and above 

the limits of the tube, and the tumour formed by this has been 

roofed in by adhering omentum. The tumour almost fills the 

pelvis and. is extending, up intp the abdomen above Poupart's 

ligament. If it continues to grow the uterus will be almost 

buried beneath it. ^ 

This tumour (of pregnancy and blood-clot) is usually on the 
same side of the body as the tube containing the pregnancy. 
But it is not always so. I have known one ca§e (No. 22) in 
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ItWcte, although the general configuration of the tumour was 
very much as 1 have been describing, the bulk of the tumour 
%^ on the opposite side of the body to that of the tube con- 
kifiifag the pregnancy. 




Fig. II. 

In this ilMfration — the last of the sequence — ^taken from the 
case I have mer^tioned, Mt see the left Fallopian tube crossing 
the back of the uterus from left to right, lengthened by the 
growth of the pregnancy and finally terminating in a large right- 
sided hematocele which occupies the right iliac fossa as well as 
the pouch of Douglas. In dther words we have a left tubal 
pregnancy causing a right iliac haematocele. The uterus in this 
ease stt£fefs rather less lateral displacement than in the previous 
ease, but it is strongly displaced forwards, being pressed against 
the pnbes by the tumour behind it. Sometimes, again, the 
tuihour is originally lateral in position and remains so through- 
out, the pouch of Douglas being comparatively empty. The 
tumour is then closely applied to the upper part of the body 
of the uterus, moves with it, and may easily be taken for some 
enlatrgemeiit of the fundus itself. 

Introrperitoneal Hamaiocele^ which has been already incident- 
ally referred to and partially described, is a pathological product 
coricerhihg which much has been learnt during recent years. In 
^dm^n it is almbst always caused by tubal pregnancy, sometimes 
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by rapture of the tube and sometimes by bleeding from the 
fimbriated end of the tube without rupture. The latter is the more 
common cause of intra-peritoneal haematocele, and this bleeding 
from the unraptured tube is usually set up by the presence of 
a hsemorrhagic mole within it. 

Cases of tubal mote with intra-peritoneal bleeding from the 
open abdominal ostium probably out-number the cases of tubal 
pregnancy with rupture of the tube ; the haemorrhage, though 
almost continuous, or frequently repeated, is moderate in 
amount, and a well-defined hsematocele is the invariable sequel. 
On the other hand, cases of ruptured tubal pregnancy only 
sometimes give rise to a definite haematocele. In fully half the 
number of cases the resulting haemorrhage is "diffuse," no time 
or opportunity is afforded for the formation of a definite blood- 
tumour, but the haemorrhage continues until stopped by opera- 
tion or death. In the remaining cases, where a hsematocele 
follows, the latter is often very unstable, subject to sudden and 
violent aherations from fresh bleeding, so that the tumours may 
be said to occupy a position midway between intra-peritoneal 
haematocele and diffuse haemorrhage. 

Occasional exceptions to the rule thus formulated are known. 
For instance, I have met with a case of tubal mole (Case 14) in 
which the haemorrhage from the unruptured tube, although it 
resulted in an intra-peritoneal haematocele, was, after recurrence 
and rupture of the haematocele, fully as copious and dangerous 
as that which I have usually found after later rapture of the 
tube. And again, I have known at least one case of rapture of 
the tube (Case 36) resulting in a definite and localised haemato- 
cele in which the bleeding was very moderate and the tumour 
resulting from it quite small in size. These exceptional cases, 
however, do not interfere with the general truth of the statement 
that rupture of the tube is specially liable to be followed by 
diffuse bleeding, while haemorrhage from an unruptured tube 
containing a mole of pregnancy is essentially the most common 
cause of intra-peritoneal haematocele. 

My own statistics on this point are as follows : — Out of 2 1 
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cases of intra-peritoneal haematocele due to tubal pregnancy 
(in which the condition of the tube was carefully noted) I find 
that 14 were due to haemorrhage from the unruptured tube, 
while 7 were associated with rupture of the tube. 

Dr. CuUingworth's figures are still more striking. He states : — 
"Of 25 cases of pelvic hsematoicele in which an opportunity 
occurred of verifying by. actual inspection the source of the 
bleeding 23 were instances of haemorrhage from the open 
abdominal ostium of a pregnant Fallopian tube, and only one 
was due to rupture." 

The formation of the haematocele is a process full of interest 
Much of this has been already described when treating of the 
tumour formed by the tubal mole. But when the bleeding has 
reached beyond the limits of the tube and ovary and uterus — 
when it invades the abdomen from the pelvis (as in the case 
figured op page 5), how is it limited and what is the process 
by which a more or less amorphous mass of blood-clot becomes 
welded or shaped into a definite tumour ? It must be remem- 
bered that the living abdomen is always full. Consequently 
when any blood is effused into the pelvis it is in contact with 
the pelvic viscera, at first with the tube, the ovary, the turned-in 
fold of the broad ligament, and the back of the uterus. Later 
on, omentum and intestine come into contact with the growing 
blood-clot, local peritonitis is ^et up by haemorrhage, the pelvic 
and abdominal viscera become adherent to the surface of the 
blood-clot, and the latter is bounded everywhere by " peripheral 
adhesions " to surrounding organs. The intra-peritoneal haema- 
tocele is temporarily formed. But another process is going on 
besides this. The outer layer of the blood-clot consolidates 
into a more or less perfect sac, and in addition to the adhesions, 
the blood becomes encapsulated by a limiting layer or outer 
coat derived from its own substance or tissue. Sometimes the 
haemorrhage within this capsule ceases altogether — in process of 
time the adherent viscera become detached and we may find a 
perfect sac remaining closely fitting round the abdominal mouth 
of the Fajlopian tube, blood being found within it. This, 
which I have described elsewhere, is known as encapsulated 
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hematocele, and examples of this condition are well seen in the 
specimens removed from cases 7 and 8. In the specimen from 
No. 7, the sac of the haematocele is altogether independent of 




Hsematocele capsule looked at from within — showing fimbriated end of 



Fig. 12, 

t from ¥ 
tube in position. The rest of the tube and ovary are seen to be unaltered. 

the ovary and tube, though the mouth of it is closely applied 
around the fimbriated end of the tube. In the' specimen from 
No. 8, the ovary is incorporated with the wall of the hematocele 




Fig. 13. 
while a mole of pregnancy is visibly distending the unruptured 
tube. In the figure, the tube has been withdrawn from the 
inside of the sac in order to show that it is uninjured and 
intact, but before the separation of the tube from the sac the 
latter in this case formed a marked tubo-ovarian tumour, which 
evidently might have given rise to the (unfounded) suspicion of 
an ovarian pregnancy. 
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But it is only rarely that the haemorrhage ceases on the 
immediate formation of the hsematocele. In nearly all cases of 
tubal pregnancy with haematocele the bleeding is recurrent 
The source of the bleeding is the tube, and this is necessarily 
now in the centre of the haematocele. The outer covering of 
the latter is stretched and distended, somewhere it " gives " to 
the straiin, fresh blood and blood-clot are forced through the 
rent or bulge through the weakened capsule into the abdomen, 
fresh local peritonitis occurs, fresh adhesions form, the rent is 
patched up, and the haematocele (greatly increased in size) 
again goes on. 

In operating on a haematocele which has been formed in this 
way by several recurrent bleedings from the fimbriated end of 
an unruptured tube what sort of specimen do we remove? 
The recent blood and blood-clot at the site of the last abdominal 
bleeding — the weakest part of the haematocele — are involuntarily 
broken down by the hand on touching the tumour, this and the 
central part or contents of the haematocele are washed or 
scooped away, parts of the outer wall are broken off and left 
adhering to intestine or omentum, and when the Fallopian tube 
together with the remainder of the sac is ligatured and removed, 
we find the outer shell of the haematocele forming a curious 
ragged extension of the tube, and if we view the tattered rem- 
nants of the capsule from within we may usually observe some 
fimbriae of the tube at one point on the inner wall. This marks 
the aperture of entrance from the tube into the haematocele. 
The following sketches of specimens removed from cases 14, 12 
and 9, show this very plainly. In Fig. 14 we see a specimen 
which looks at first sight like a tubal pregnancy which has rup- 
tured into the broad ligament, so extensive are the remnants of 
the capsule continuous with the tube. -On careful section, 
however, we see that it is unruptured, that a large mole of preg- 
nancy occupies the middle portion of the tube, that the outer 
end of the tube has been dilated by haemorrhage, and that the 
greater part of the tumour has been formed by the capsule of 
the haematocele, on the inner surface of which the fimbriae of 
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Fig. 14. 
the outer end of the tube abruptly terminate. Similarly, in 




Fig. 15. 
Figs 16 and 17, although the remains of the hsematocele- 




Fig. 16. 
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capsule are much less extensive, we may recognise in each the 
unruptured tube (complete from uterine end to fimbriae) the 
ipole distending one portion of the tube and the rosette of 
fimbriae opening on the inner wall of the haematocele-capsule. 




Fig. 17. 

The following case, to which the specim^en depicted in the 
last illustration belongs, may be taken as fairly typical of the 
history associated with such tubal moles and blood-tumours as 
I have been describing : — 

Mrs. E. M., aet. 39, has been married for 17 years. She has 
five children, the youngest of whom is 1 1 years of age. Her 
last normal menstrual period was on June 3rd, 1892. She has 
had irregular uterine haemorrhage since July 10. There is no 
clear history of the passage of any definite membrane, but it is 
quite possible that shreds of membrane have passed with the 
discharge. She has been perfectly well until quite recently, and 
even now complains of nothing but the menstrual irregularity 
and continued loss. This history was taken on her first visit to 
the Hospital on August 26th. On examination I found that 
the uterus was retroflexed, and that a small mass having all the 
characters of a tubal tumour was to be felt behind and to the 
right of the retroflexed uterus. The diagnosis was made of early 
extra-uterine pregnancy, but I had no vacant bed, and the 
patient was allowed to return to her home. On Sept. 2nd she 
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began to suffer severe abdominal pain, and this date probably 
marks the beginning of intra-peritoneal haemorrhage. On 
Sept. 13th she was admitted into hospital having been confined 
to her bed for several days with recurrent abdominal pain and 
sickness. On admission she is seen to be decidedly anaemic, 
her abdomen isjgenerally distended and very tender, she lies in 
bed with her legs drawn up, her countenance denotes anxiety 
and suffering ; and on examination, instead of the definite tubal 
tumour^foriginally felt, the whole of the pouch of Douglas is 
recognised as filled by a mass the upper limit of which it is 
impossible to define on account of the abdominal distension and 
tenderness. To the diagnosis of tubal pregnancy the further 
diagnosis is added of "intra-peritoneal haemorrhage," On 
Sept. I Jth I operated, removing the specimen which has already 
been briefly described. There was some dark fluid blood free 
in the pelvis, the result of a recent rupture of the haematocele. 
The main tumour filling the pouch of Douglas consisted of this 
haematocele which had formed around the fimbriated end of the 
right Fallopian tube. Within the tube a mole of pregnancy was 
found. The patient made a good recovery and was discharged 
on October 8th. 

Sometimes the whole of the pouch of Douglas is occupied by 
the haematocele. When this is the case there is, as a rule, no 
prominent tumour in the abdomen, but an irregular thickening 
stretching across the lower part of the belly above the pubes 
which marks the upper limit of the blood-effusion. The 
prominence and distension of the^ haematocele caused either 
directly by the haemorrhage or secondarily by inflammatory 
effusion below its upper limit is entirely expended on the pouch 
of Douglas. This enlarges in every direction and encroaches 
on the vagina and rectum, until the typical tumour is formed 
which is characteristic of full distension of the pouch when its 
upper connection with the general peritoneal cavity is temporarily 
occluded. Some writers describe this as the common or usual 
result of intra-peritoneal bleeding. In my own experience it is 
quite exceptional. Whenever it does occur the difference of 
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tension between the distended ppuch of Douglas su\d tli^ upper 
abdomen proclaims the fact that the lowest part of the p.i?ri- 
toneum is entirely shijt pif by adhesions from the rest of ^be 
cavity, and because of this (as we shall see) the conditiQn can 
be treated as a purely local affection. 

Later rupture of the pregnant tube. This may take plac^ at 
any time from the first month onward, but is most common 
from the second to the fourth month. If the pregnancy is 
situated in the middle or outer portion of the tube and especially 
if in its growth it opens up to some extent the two layers of the 
meso-salpinx, the pregnancy may continue to develop for sonve 
weeks before rupture OiT extrusion occurs. When rupture doe§ 
take place, although the accident may be fatal (and usually is sp 
without operation), the haemorrhage is probably never so directly 
and immediately fatal (" fatal without warning") as in the cases 
of very early rupture when the pregnancy is situated at the 
uterine end of the tube. It is even possible for haemorrhage to 
be altogether absent. 

The reason for this variable amount of haemorrhage is to be 
mainly sought for in the involvement or escape of the placental 
attachment. The tube, subject to slowly increasing pressure 
from within, becomes stretched and thin. As it enlarges ^nd 
opens up the layers of the meso-salpinx, space is gained in which 
a pregnancy may develop for some^vyeeks without material diffi- 
culty. This space is further protected by the bony pelvis pn 
the side where the pregnancy is situated, and on the opposite 
side the displaced uterus forms a strong support or boundary. 
But the time comes, and usually about the third month, when 
this space is altogether insufficient for the growing tumour. 
Then either the peritoneum must be still further displaced and 
the pregnancy must burrow downwards into the cellular tissue 
beneath it (this belongs to tubo-ligamentary pregnancy and will 
be considered later), or the covering of the pregnancy gets 
thinner and thinner and the pregnancy moves upwards until in 
some places there is probably nothing but the one layer of peri- 
toneum between it and the abdominal cavity. Then with 
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furthet growth not only is rupture inevitable, but some extrusion 
of the pregnancy into the abdomen — either partial or complete 
—is a necessary consequence also. For the present this alone 
will engage our attention. If the placenta be exposed, separated 
or torn, the bleeding will be severe — if, on the contrary, the 
placenta is not involved by the rupture any haemorrhage will 
come from the separated tube alone, and this may be moderate, 
infinitesimal or wanting. Even if placental, the bleeding is only 
rarely directly and immediately fatal. " As the blood pressure 
falls the haemorrhage ceases — ^at all events for a time — and a 
more or less well-marked attack of local peritonitis imme- 
diately follows. This peritonitis is neither so violent and 
dangerous nor so protective (by the formation of firm 
adhesions) as is the peritonitis set up by suppurative inflam- 
mation, but it is Sufficient to form a kind of roof or cap of 
adhering omentum and intestine which covers and confines the 
haemorrhage and blood-clot. In this way a distinct but unstable 
intra-peritoneal haematocele is formed. I call . it unstable 
because it is always subject to change. Fresh haemorrhages 
occur, sooner or later, owing to the increasing detachment and 
protrusion of the placenta which so frequently follows the 
rupture, or the pregnancy may continue to grow. In either 
case the haematocele increases in size, its upper limit becomes 
convex and tense from the augmented contents, and every few 
days or every day some fresh strain is^ placed on the boundary 
of the haematocele. This, which is never marked by any solidity 
or strength, finally gives way, and a fresh -invasion of the general 
peritoneal cavity takes place. Under these circumstances 
diffuse haemorrhage into the. peritoneum may occur and be as 
marked as in the cases of acute bleeding from early rupture, but 
is more frequently followed by another arrest and further repair. 
Whether this happens or not, however, it is not now so much 
the rupture of the tube which is the seat of danger as the 
separation of the placenta and the rupture of the haematocele." 

From this description which (in the main) I quote from an 
article on Intra-peritoneal Haematocele written in 1895, it will 
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be evident that the hsematocele caused by later rupture of the 
tube, when fully formed, is essentially similar — save in extent 
and severity — to that I have already described as occasioned by 
tubal mole. There are, however, some points of difference 
which almost necessitate the separate consideration I have given 
to the hsematocele of tubal mole and to that of later tubal 
pregnancy with rupture. The haemorrhage in tubal mole is of 
quite a different character from that which occurs in later rupture 
of the tube. In tubal mole it is a more or less continuous 
blood-drip from the fimbriated end of the tube, varied perhaps 
by an occasional little gush of freer bleeding at irregular intervals. 
In later rupture of the tube the haemorrhage is sudden and 
relatively copious arising, as we have seen, either directly from 
the tear in the tube, or from separation of the placenta, or from 
both combined. In tubal mole, owing to the slow formation of 
the blood-tumour the outer layer of blood has time to consoli- 
date, and some measure of true encapsulation, however imperfect, 
is- usually met with. In later rupture of the tube, on the 
contrary, any "encapsulation is quite exceptional, and the 
hsematocele is limited only by the inflammatory adhesion 
caused by the peritonitis which follows the haemorrhage. Finally, 
the whole condition in laterjupture of the tube is more acute." 
The haematocele is larger at its onset and rapidly increases in 
size. It may often be visibly watched enlarging and distending 
as fresh bleeding takes place beneath the thin limiting adhesions, 
and it is then accompanied by signs and symptoms proportionate 
to the severity of the condition. 

Mrs — , aged 31, married 11 years, had one child ten years 
ago, in 1885. From this time she menstruated regularly until 
Oct 12th, 1894, this being the date of the last normal period. 
Irregular haemorrhage followed and continued from October 
until Jan. 27th, 1895 (the date of operation). During the latter 
part of this time she was the subject of increasing abdominal 
pain mainly referred to the right side, accompanied by dis- 
tension, vomiting, faintness, and constipation. Some jaundice 
and albuminuria were also present. The temperature was 
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slightly raised, fluctuating from 99** to 101 '3** F. In spite of 
the general abdominal distension a large mass was to be felt on 
the right side of the abdomen reaching from the groin to the 
umbilicus, and having in this situation a convex free border and 
a more or less globular elevation. The abdomen was very 
tender to touch. The mass had been felt by the patient and 
observed by her medical attendant as rapidly increasing in size 
from a small lump above the groin to its present dimensions 
during the week or ten days before my visit. On vaginal 
examination a large firm tumour was felt in the pouch of Douglas 
behind the uterus, and this appeared to be continuous with the 
abdominal tumour. 

The diagnosis having been made of intra-peritoneal hasmato- 
cele due to a ruptured tubal pregnancy, the abdomen was 
immediately opened. This contained a little coloured serum, 
but was free from any diffuse haemorrhage. The mass on the 
right side, black in colour, was confined by thin adhesions, and 
the convex border was formed by small intestine, transverse 
colon and omentum matted t(^ether over the surface of the 
hsematocele. An opening was made below this, and the child 
(a foetus of some two months' growth) together with the placenta 
were removed from the centre of the blood and blood-clot in 
which they were lying. The placenta had already become 
almost entirely detached from the tube by haemorrhage, and the 
slightest traction was sufficient to complete the separation. 
The tubal-sac which had contained the placenta and was the 
seat of an extensive rupture was found to be lightly adherent 
beneath the blood-clot. It was separated from the posterior 
adhesions, unrolled from the floor of the pelvis, ligatured and 
removed. The patient made a good recovery. 

Mrs. — , aged 38, menstruated regularly from the birth of 
her last child (twelve years previously) until November 1887. 
In December and January she had occasional loss of blood but 
no regular period, and from November she suffered from 
giadually increasing pain in the right side. Early in February 
1 838 she noticed a *Mump " in. this situation which rapidly 
B 
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enlarged with corresponding increase of pain, and during the 
latter part of this month she had been unable to sleep on 
account of pain. She also suffered from dysuria and frequency 
of micturition. When seen (on March 4th, 1888) a tender, 
tense, Mastic or semi-fluctuant tumour was found on the right 
side of tiie abdomen extending from the pelvis to within a short 
distance of the umbilicus. The uterus was fixed and pushed to 
the left by the tumour, and the doctor in attendance reported 
that the tumour was "rapidly enlarging." I opened the abdo- 
men on March 7th. The tumour, black in colour, was formed 
by a mass of blood and blood-clot filling the pelvis and right 
inguinal region, and closed in or separated from the general 
peritoneal cavity above by adherent omentum. On loosening 
this a foetus of four months* growth was found in the middle of 
the blood-clot, while the placenta was still attached to the 
interior of the left Fallopian tube in which the pregnancy had 
started. The tube had become widely opened out at its fim- 
briated extremity, and this was the only rupture found, but 
there was some marginal separation of the placenta and this 
separation was most likely the source of the haemorrhage. The 
tube and foetus were removed in the usual way and the patient 
made a good recovery. 




Fig. 18. 
During the removal of the pregnancy the amniotic sac was 
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torn and only a portion of it can now be seen. Before operation 
it was in all probability intact and completely covered the foetus. 
If I restore this amniotic sac, replacing the outline of it arQund 
the foetus and cord, and if (for purposes of argument or expla- 
nation) it be conceded that the bleeding might have ceased and 
the portion of placenta separated from the tube have recovered 
good attachment and blood-supply, we shall reproduce the 
exact conditions under which a child may continue to grow 
within the abdomen of the mother — in other words, the tubal 
pregnancy may be recognised in this specimen as transitional — 
the tubal pregnancy is already becoming " abdominal." 

Here, then, we come to a clear crisis in the history of extra- 
uterine pregnancy which deserves special consideration. It is a 
crisis which is not necessarily fatal either to the patient or the 
pregnancy, and may therefore have far-reaching consequences. 
Up to this stage the extra-uterine pregnancy has been tubal. 
Now it is wholly tubal no longer. The placenta, true to the 
law and power of its attachment, remains mainly or entirely 
within the tube, but the foetus has escaped beyond its confines — 
upward — into the abdomen of the mother. It now lies alto- 
gether above the tube and placenta, which remain beneath it, in 
the pelvis. Directly illustrative, as this specimen is, of the 
initial steps belonging to only one form of invasion, it may also 
be taken as a kind of finger-post to mark the " parting of the 
ways," for the beginnings of the tubo-ligamentary invasion are 
very similar or parallel to those of the tubo-abdominal form of 
pregnancy. In both it is the foetus which escapes from the 
shelter of the tube, but in the tubo-ligamentary pregnancy the 
foetus takes a different direction — downwards — below the tube 
into the connective tissue beneath the peritoneum. In both 
the placenta remains attached to the inner surface of the tube. 
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LECTURE II. 

The Three Invasions of Tubal Pregnancy — 

(l) TuBO-ABDOMINAL, (2) TUBO-LIGAMENTARY, AND 
(3) TUBO-UTERINE. 

I. TUBO-ABDOMINAL PREGNANCY (SYN., ABDOMINAL OR 
VENTRAL pregnancy). 

Mr. Dean and Gentlemen, 

When a foetus which has been already formed within the 
Fallopian tube escapes from the tube enclosed in its unruptured 
membranes into the abdomen of the mother the pregnancy 
becomes "abdominal" or "ventral." If the placenta retains 
its attachment to the tube and receives sufficient blood-supply 
from the maternal blood-vessels the pregnancy may pursue an 
uninterrupted course to term and both child and placenta attain 
mature development within the peritoneal cavity of the mother. 
The protection of the unruptured amnion, however, appears to 
be absolutely indispensable for this development. I am aware 
that in making the statement that a tubal pregnancy thus directly 
becomes abdominal I am running counter to the accepted 
teaching of such authorities as Mr. Lawson Tait and Mr Bland 
Sutton. The difficulty in believing this lay in the fact that in 
most of the recorded cases the child has been described as lying 
naked and uncovered within the peritoneal cavity of the mother. 
Our leading authorities have argued, and probably argued 
rightly, that no foetus at any early age could be so exposed to 
the peritoneal cavity and its secretion and yet survive. They 
have accordingly sought for some method of explaining how the 
facts established by observation — the intra-abdominal position 
of the child — could possibly arise. The theory advanced is that 
every extra-uterine pregnancy which has survived the primary 
rupture of the tube and has continued its development has done 
so beneath the peritoneum, sheltered within the folds of the 
broad ligament (see Broad Ligament Pregnancy), that here it 
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has remained till the seventh or eighth month, and then a 
secondary rupture of the broad ligament cyst has taken place, 
and the child has escaped among the intestines, " its tissues 
having arrived at a period ot development by that time, which 
enabled them to resist the efforts of digestion which doubtless 
would be directed towards them."* 

Although those of us who had operated on cases of abdominal 
pregnancy at full term felt that this theory was far-fetched and 
mistaken, for no broad ligament pouch from which the infant 
had escaped could then be found, and although the theory was 
more or less disproved by isolated cases of abdominal pregnancy 
reported by Dr. Jessop, by Dr. Champneys, by myself, by Dr. 
Webster, by Dr. Callingworth, by Dr. Aust Lawrence, and even 
by Mr. Tait himself, I do not think we could be said to have 
any good explanation of the mystery to offer until a case on 
which I operated at the Spark Hill Hospital for Women on 
Dec, nth, 1896, brought further light and explained how the 
child could inhabit the peritoneal cavity of the mother and still 
survive. On careful examination of the abdominal cavity in this 
case conducted by myself and my colleagues, Mr. Martin and 
Mr. Jordan, it was found that a transparent membrane (the 
amniotic sac) surrounded the foetus and protected it in every 
direction, and that this was invisible on the surface of the 
intestine, but could be demonstrated as a film passing from coil 
to coil and completing the sac in which the pregnancy had 
developed. The case was reported by me to the Obstetrical 
Society of London in 1897, and the following account of the 
operation and parts removed is copied from the Transactions of 
the Society. 

"Operation. — On Dec. nth, 1896, assisted by my colleagues, 
Mr. Martin, Mr. Jordan, and Dr. Sturge, I opened the abdomen 
in the middle line and found that the peritoneum immediately 
below the incision was thickened and incorporated with some 
kind of sac containing a dead but non-putrid foetus. On opening 
this the child was found lying in the abdomen bathed in a small 

* Tait : Lectures on Ectopic Pregnancy, p. 59. 
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quantity of dark blood fluid. In this some caseous particles 
were floating. The head of the child lay uppermost and formed 
the globular protuberance which had been noticed near the liver. 
The intestines were visibly covering the body of the child, and 
the great omentum, forming in one part a thick fleshy body of 
considerable thickness, passed across the child to a broad 
attachment on the upper part of the placenta. The latter was 
situated at the lower pole of the pregnancy and covered the 
pelvis. The parts of the child nearest to the incision were the 
lower limbs, and after pulling the feet outside and enlarging the 
incision to admit of the passage of shoulders and head the child 
was extracted. The cord was then divided and the child 
removed. On looking into the abdomen the peritoneal cavity 
appeared to be directly open as in an ordinary abdominal section. 
The coils of intestine, the lower part of the stomach, and the 
great omentum were all plainly visible, and separate loops of 
intestine could be brought out of the incision and examined. 
On very close observation it was first noticed by Mr. Martin and 
afterwards confirmed by myself and Mr. Jordan, that a very thin 
transparent pellicle or membrane was reflected over all, or nearly 
all, of these viscera, and that notwithstanding the apparent free 
exposure of the peritoneal cavity there was in all probability a 
thin, filmy, transparent sac enclosing the pregnancy, not capable 
of separation or differentiation from the peritoneum of any 
viscus over which it was reflected except where passing from one 
to another, as from one coil of intestine to another or from 
intestine to placenta. Only under these circumstances was the 
membrane visible. 

'^ Removal of the piacenta, — The placenta was of ordinary size 
and covered the pelvic inlet Mike the lid of a saucepan' incom- 
pletely closed, the edge of the placenta being exposed and free on 
the left side of the pelvis but closely applied to the abdominal wall 
on the right side where the cord was situated. The attachments 
of the placenta were: (i) a thick band or rope of omentum 
which was firmly attached to the upper or serous edge of the 
placenta on the left side ; (2) several thin attachments or adhe- 
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sions of small intestine and caecum to the same surface ; these 
appeared to be possible ot explanation as reflections of the thin 
sac layer (amnion) from the intestine to the placenta ; and (3) the 
deep pelvic attachments of the under surface of the placenta, 
which at this stage were hidden from view by the placenta itself. 
The band of omentum was ligatured in sections and divided ; 
then the adhesions to the * bowel were separately tied and cut 
through. By tilting up the free (left) edge of the placenta it was 
now possible to discover a broad band of attachment below it 
in the pelvis. This was seized by a pair of Doyen's elastic 
forceps and divided. When this had been done a further part 
became^ accessible and it was found possible by gentle manipu- 
lation to secure either by forceps or ligature all pelvic attach- 
ments before separation, so that the placenta was finally removed 
without any loss of blood, and therefore with a clear field for 
deliberate operative work throughout. Below the placenta, in 
the pelvic portion of the sac, was found quite a collection of 
caseous masses (remains of the vernix caseosa), which was 
cleared out of the pelvis partly by the fingers and partly by a 
douche of warm water which was used for washing out the 
abdomen. The main attachments, which had been temporarily 
clamped by forceps, were found to come from the right broad 
ligament. These were ligatured in sections beneath the forceps 
and the forceps were then removed. 

"On examination of the pelvis where the placenta had 
been it was evident that the same anangement of sac existed 
here as in the upper abdomen — that is, a fine transparent 
membrane could be traced throughout and formed a limiting 
layer between the usual viscera of the abdomen, pelvis, 
and placenta on the one hand and the child on the 
other. On replacing the placenta in position this membrane 
could be ttaced below the placenta to the bottom of the pelvis 
on the right side ; it was then reflected over the broad ligament 
and all its attachments to the under surface of the placenta. 
From this it could be traced all over the placenta except where 
intestine or omentum was adherent to its surface. Two-thirds 
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(at least) of the placental margin was free, and this was conse- 
quently smooth, glistening, and everywhere covered by the thin 
membrane of the sac. Owing to this disposition of the sac with- 
in the pelvis the outline of the normal pelvic viscera, the uterus, 
tubes, and ovaries were considerably obscured, so much so that 
it was impossible to say whether the right ovary had been 
removed with the placenta or whether it had been left in the 
pelvis below the reflections of the sac. 

" The abdomen was closed with silkworm-gut sutures and a 
drainage-tube left in the lower angle of the wound. The after- 
progress of the case was satisfactory and uneventful except for 
some chronic suppuration in the lower part of the wound. 
This appeared to be kept up by caseous remains which had been 
imperfectly removed, as on more than one occasion some 
caseous particles were observed in the discharges. The patient 
was discharged convalescent on Jan. 25th, 1897. 

" Description of parts removed, — The child weighs 71b. and is 
a male foetus which has undergone full development within the 
abdomen of the mother. The nails of the fingers extend some 
distance beyond the finger-tips and are firm and horny. The 
testes appear to be within the scrotum and the hair of the head 
is abundant but short. The trunk and limbs are perfectly 
developed ; the head is rather large in proportion to the rest of 
the body and is bent or twisted to the right, so that the left (or 
extended) side of the neck and face appears to be permanently 
larger than the right, the head being fixed laterally towards the 
right shoulder. There are no signs of decomposition. Closely 
applied to the head of the child is a perfect cap of m^embrane 
and between this and the head of the child is a considerable 
quantity of caseous matter. This is the only part where any 
membranous covering or sac can be distinguished. The umbilical 
cord and its foetal attachment are in every respect normal. The 
placenta weighs 31b. ; it is thick and fleshy and of fairly normal 
consistence. On its upper surface and edge it is marked by (i) 
the insertion of the cord excentrically placed ; (2) by the attach- 
ment of a divided thick band of tissue, probably omental ; and 
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(3) by several large distended vessels almost unsupported by any 
tissue, but directly attached to the placental surface or edge. 
(These appear to. be portions of adherent omentum which have 
been changed into congeries of dilated veins.) The shape of 
the placenta is peculiar; the bulk of it is circular, with an 
excentric cord inserted near one border (the right). Beyond 
this and separated from it by a deep sulcus is a crescentic mass 
of placental tissue attached to the main placenta by its horns 
and lower surface. On the surface of this crescentic part is a 
pale red fringed mucous patch, which appears to be the fimbriated 
end of a Fallopian tube. No further trace of tubal structure 
can be made out on macroscopic examination and on section of 
the mass it appears to consist throughout of placental tissue. 
The under surface of the placenta is in many parts as smooth 
and free as its upper surface, but it is marked by a long strip of 
raw surface running across the placenta, with a bend or angle 
in its course. This marks the attachments of the placenta to 
the right broad ligament. 

^^ Remarks. — The pregnancy may be regarded as originally 
one of the right Fallopian tube, which, by gradual erosion or 
giving way of the upper part of the tube, has passed with un- 
ruptured membranes into the abdominal cavity. The deep 
sulcus on the upper surface of the placenta probably marks the 
line of separation in the tube where the ovum escaped upwards 
into the abdomen. From the spread out internal surface of the 
(ruptured) tube the placenta has continued growing and has so 
altered or taken up its structure in process of growth as to 
render little but the fimbriated end recognisable. The placenta 
has derived its blood-supply from the vessels of the broad liga- 
ment and from the great omentum. 

"The case is remarkable for possessing no history of any 
tubal rupture (or acute illness corresponding to this) throughout 
the whole course of the pregnancy. The conditions and 
opportunities for observation during the time of operation were 
unusually good, but in spite of this the exact state of the 
upper pole of the pregnancy and its relation to the 
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abdominal viscera must be determined by circumstantial 
evidence as it could not be directly seen from the incision. 
From the fact that the head of the child is closely covered by 
a cap of membrane, between which and the scalp is a copious 
deposit of caseous material, while below this any evidence of a 
membranous sac is wanting (except the tear of separation 
around the forehead and occiput), it may be concluded, I think, 
that the upper part of the amniotic sac — the membrane forming 
the extreme upper pole of the pregnancy — ^has been removed 
with the foetus; and that, so far as this is concerned, the 
abdominal cavity has been directly opened. Below this, towards 
the centre of the pregnancy^ the sac has become incorporated 
with the peritoneum so that no separation could be made 
between the two and no indication of the presence of a sac 
could be seen except at its reflection from one viscus to another 
as a:lready described. At a lower level still — at the * lower pole ' 
of the pregnancy — the sac was considerably thickened, forming, 
together with the peritoneum at the lower part of the abdominal 
incision, a membranous wall fully one-eighth of an inch in thick- 
ness. Even here, however, no definite dissection could be made 
between *sac' on the one hand and * peritoneum' on the other." 

The importance of the case just quoted in the present state of 
our knowledge cannot be over estimated. It effectually disposes 
of much of the theory now current on the subject of advanced 
extra-uterine gestation. On page 464 of Allbutt and Playfair's 
System of Gynaecology (1896) Mr. Bland Sutton" writes : 
** Observation has demonstrated the fact that in all tubal preg- 
nancies which survive the primary rupture and continue their 
development the gestation sac is formed in part by the expanded 
tube, but mainly by the layers of the mesometrium. The proper 
appreciation of this fact has done much to simplify our know- 
ledge of tubal pregnancy, and no one has more strongly insisted 
upon its correctness than I^wson Tait." That this is altogether 
mistaken is now, I believe, a certainty. The case of abdominal 
pregnancy here described is a tubal pregnancy which has sur- 
vived the primary rupture and continued its development, in 
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which the gestation sac is formed by the amnion alone or at 
most by the foetal membranes and tube, the layers of the meso- 
metrium are intact, and the expanded tube is entirely taken up 
and metamorphosed by the growth of the placenta. 

A diagrammatic representation of the pregnancy (Fig. 19) 




Fig. 19. 

in which thd omental attachments are omitted as non-essential, 
may help to make this important variety of extra-uterine preg- 
nancy clearer and to elucidate the relations of its sac. The 
essentials of the pregnancy are the fixed placenta growing mainly 
or entirely from the tube to which it was originally attached and 
the child enclosed simply in its amniotic sac, moving so far as 
the delicate sac permits it within the abdomen of the mother. 
The amniotic sac may be in some places separable from both 
mother and child, in other parts it may be quite inseparable from 
the peritoneal covering of the abdominal viscera within the 
maternal abdomen. The condition is produced in the most 
simple manner. The pregnancy begins within the tube and 
grows there until it can grow no longer. Then by rupture or by 
some slow separation of the tube equivalent to rupture the tube 
is opened up. The child within its amniotic sac escapes 
upwards into the abdomen, the placenta remains attached to the 
inner surface of the tube, and from this, spread out and flattened 
by the rupture, the placenta continues to grow. 

But this case not only tends to disprove the broad ligament 
theory as of universal or even general application. It serves 



Digitized by 



Google 



28 Original Cotmnunuattons, 

another and more important purpose. If the cases of abdominal 
pregnancy be carefully considered in the light of the explanation 
here offered it will be found that most, indeed very nearly all, 
of the recorded cases in which no definite sac has been found 
admit of a similar interpretation. In Mr. Jessop's case it is 
stated that "the peritoneal lining, though natural on its free 
surface, appeared thick and velvety in section," and later we 
read : " A few bands of unorganised lymph of a very friable 
nature lying upon, but not adherent to, the intestines were 
readily removed by sponging and about an ounce of a clear 
serum was found in the peritoneal cavity." The definite amount 
of serum here mentioned is decidedly suggestive of some un- 
recognised limiting sac and not of free fluid welling up from the 
pouch of Douglas out of sight. In Bandl's case, quoted by 
Mr. Tait, the foetus was enclosed in a *' pocket formed by false 
membranes." In Dr. Champneys* case the references to some 
filmy kind of sac are still more obvious. We read : " The layer 
immediately covering the foetus was a dull white membrane." 
Again : " On the child's vertex a patch of thin, sodden-looking 
membrane was seen, and except a shred of similar material 
removed from the wound (probably torn from the head during 
delivery) no membranes were seen or felt." In the report of the 
dissection of the child we read : " There was a sort of cap of 
sodden membrane (amnion) on the vertex which was covered 
with dark hairs," and in the report of the necropsy of the mother: 
" The foetal surface [of the placenta] was also marked by a 
remnant of membranes which hardly extended beyond the 
placenta." The similarity between this case and those which I 
have myself reported is, I think, clear and unmistakeable. 

(To be continued,) 
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REVIEW OF THE BRITISH PHARMACOPCEIA, 1898. 

BY F. H. ALCOCK. 

The publication of a new British Pharmacopoeia, which is the 
fourth, and is to supersede that of 1885 and its additions of 
1890, is of great importance to the medical profession, the 
pharmaceutical body, and the public. The book was gazetted 
early in May, and was on sale after the nth of that month. 
It becomes now the authoritative formulary of the medical man, 
and it is the duty of the dispenser to conform to official require- 
ments. As will be seen from its introductory pages, many 
alterations, deletions, and modifications have been made. The 
book itself is well printed, and is bound in cardinal red, the 
size and appearance being otherwise like its predecessor. The 
number of pages is about the same, but more space has been 
devoted to literary matter than formerly, owing to the deletion 
of cross references. 

In the Preface an account is given of the chief alterations 
which have taken place, together with a statement that informa- 
tion has been sought and obtained from all parts of the Empire 
as to the value of obtaining uniformity in the strength of 
medicinal preparations. Valuable aid has been obtained from 
the Pharmaceutical Society, and the whole has been under the 
direction of Prof. Attfield as editor and scientific adviser, acting 
under a special committee of the Medical Council, with the late 
Sir Richard Quain as chairman. 

The Metric System of weights and measures is for the first 
time introduced. They take the place of the column which in 
the 1885 B.P. was devoted to paits by weight and volume. 
The Imperial System of weights and measures is still used, for it 
should be carefully observed that the metric system is not given 
as the equivalent of the other. It is feared that much com- 
plication and confusion may arise from this dual arrangement. 
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Reference is made to the great alteration in the official strengths 
of alcoholic liquids, no less than five new strengths being 
prescribed. The principle of standardization of Galenical 
preparations has been extended to such potent reroe<£es as 
Belladonna and Ipecacuanha, and, indeed, the pharmacy of 
these, and of Nux Vomica, Opium, etc, has been revo- 
lutionised. Special mention is made of a new series of pre- 
parations, "Liquores Concentrati," nine in number, "which 
may be prescribed by practitioners in place of the corresponding 
official infusions.'* Whether they are to be used by the dis- 
penser in place of fresh infusions is one which requires an 
official statement. We believe they are not, for no concentrated 
preparation after dilution can compare favourably with a freshly 
made infusion or decoction in medicinal value or in any other 
direction. 

Uniformity in the strength of most of the Liquid Extracts 
(x in i) has been maintained; and an attempt at unification of 
doses has been made, notably with regard to solid extracts and 
tinctures. This will be found of great value to the busy prac- 
titioner. Eighty new articles and preparations have been 
introduced. These have been drawn from the vegetable king- 
dom chiefly : thus, Caoutchouc, Oleum Ros8&, Pix Carbonis 
Prseparata, Pruni Virginiani Cortex, Quillaiae Cortex. Chemicals 
are represented by Cocaina, Benzol, Naphthol, Bismuthi Salicylas, 
Carbonis Bisulphidum, Paraffinum Liquidum, Salol, Terebenum ; 
and animal products are represented by Liquor Pancreatis, 
Liquor Thyroidei, and Thyroideum Siccum. Of the prepara- 
tions and articles rendered familiar to us by the B.P. 1885 
and additions 1890, no less than t88 disappear. Some of these 
will not be missed, notably acetum, lac, mel, farina tritici, 
theriaca, uvae, ovi vitellus, ovi albumen, manna, mica panis, and 
other dietetics; and such representatives of extemporaneous 
pharmacy as enemata, vapores, cataplasmata, essentia. Of 
Decocta, out of 1 3 only 3 remain : 1 7 Extracts have disappeared ; 
7 Infusions; 15 Liquores; 11 Tinctures. Others which have 
been deleted are notably, extractum aloes socotrinae, syrupus 
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papaveris, tinct. zingiberis fort, (essence of ginger), liq. ammon. 
acet. fort, and liq. ammonii citratis fort, which will cause us to 
ask on what grounds. 

An important list follows, viz., one containing 116 preparations 
and articles the names of which have been altered. This will 
cause older medical men much trouble, but happily they can 
console themselves that the changes are not great and are chiefly 
with regard to names which have been brought more up to date. 

There has been some curious juggling with names : Coca, 
of 1S85, now becomes Cocse Folia; Cubeba becomes Cubebae 
Fructus; Ergotinum, Extractum Ergotae; Gelsemium, Gel- 
semii Radix ; Ipecacuanha, Ip. Radix ; but Lini Farina (Linseed 
meal), becomes Linum Contusum (lit. bruised linen) ^ Lini 
Semina, Linum ; Cascarillae Cortex, Cascartlla. All these are 
unnecessary and serve no useful purpose. The new spelling of 
Asafetida and Creosotum is noteworthy. The green extracts 
of Hyoscyamus and Belladonna have "Viride" attached; 
hydrochloras becomes hydrochloridum ; arsenias, arsenas ; Tinct. 
Rhei, Sennse, Chlorof. et Morph., Troch. Bismuthi, have each 
" Co." added ; but Lin. Camph. Co., Lin Saponis Co., have 
dropped the " Co.," and the former has in its place " Ammoni- 
atum." Lin. lodi is now called Liq. lodi Fortis, and Liq. 
lodi disappears. 

Amongst the 58 articles and preparations the composition of 
which has been altered, may be mentioned: — Ext. Physos. is 
one-quarter its former strength, and contains 75 per cent of 
sugar of milk ; Ext. Nuc. Vom. contains 5 per cent, strychnine. 
Inject Morph. Hypodermica is made from the Tartrate, and is 
half its former strength. Lotio Hydrar. Nigra contains Glycerine 
and Mucilage of Tragacanth. Mist. Ol. Ricini is now a nice 
palatable emulsion, with an Acacia basis, in place of the pre- 
paration of the Additions, which was made with Liq Potassae, 
etc., and ruined the reputation of many a young, well-bred 
pharmacist. Pil. Ferri has a new formula, in which dried 
Ferrous Sulphate and Sodium Carbonate are massed together 
with a Tragacanth, Acacia, Syrup, and Glycerine excipient. 
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Tinct. Chlorof. et Morphinae is entirely altered, and will be 
referred to later. All preparations which formerly contained 
Saffron have not now this ingredient, except its Tincture, 
Tr. Cinchon. Co. and Dec. Aloes Comp. A great change in their 
colour may therefore be expected. Vinum Quinine now bas 
Quin. Hydrochlor. in place of the Sulphate, and Citric Acid is 
omitted therefrom. 

The bases of the Lozenges and Ointments have been altered. 
The strengths of 94 preparations have undergone alteration, 
notably among these being infusions (6), spirits (7), tinctures 
(40), and ointments (22). A few articles which were formerly 
mentioned in the text have been transferred to an appendix; 
they are now chiefly used for chemical testing. To give some 
idea of the use of the pruning knife, it may be stated that out 
of nearly 600 preparations only about 90 remain unchanged. 

Drugs, — An examination of the text shows that special atten- 
tion has been given to the description ot the characters and 
tests of the articles enumerated, but as a rule the method of 
collection and preservation of drugs and their geographical 
source are not recorded. Aconite root, which has to be 
collected from British plants, is almost the only instance of a 
drug so specialised. 

Chemicals — The methods for making chemicals — an im- 
portant feature of previous pharmacopoeias-^are now omitted, 
but their identity and purity are safeguarded by elaborate, and 
in many cases expensive, tests, which are enumerated with a 
characteristic thoroughness. Examples of this are seen under 
Acidum Lacticum, where a whole page is devoted to characters 
and tests, and similarly, under a by no means important 
substance, Balsam of Peru. Under Quininae Sulphas a page 
and a half is devoted to the tests for this, and to properly 
conduct the experiments half an ounce at least of the substance 
would be necessary. Under the new order of testing the 
thermometer, polariraeter, microscope, barometer, and other 
instruments are an absolute necessity, and the determination of 
melting points, boiling points, congelation points, specific 
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gravities, solubilities, and, in the case of many drugs, the 
amounts of mineral matters, are of constant occurrence. 
Chemical formulae are brought more in line with modem 
thought; innocent citric acid rejoices in this — CjH^.OH. 
(COOH),, H,0, and hydrogen citrate is its synonym. The 
formula for oleic acid would take up so much space to express 
that we have decided not to give it. There is really no necessity 
for such absurdities, and, moreover, the authorities are not 
consistent. li hydrogen citrate, etc., why not hydrogen 
salicylate, gallate, benzoate? The familiar slaked lime was 
formerly called hydrate of lime in 1867, then came calcium 
hydrate in 1885, and now calcium hydroxide is the name by 
which it is to be known. The alkaloids — which constitute a 
highly potent class of complex substances — have no mode of 
preparation given, a matter of extreme regret, for their prepara- 
tion is unfortunately mainly in the hands of German chemists, 
and the introduction of really good methods of production 
might be an inducement for English chemists to undertake their 
manufacture. Of new official alkaloids and their salts we may 
mention Cocaina, Codeinae Phosphas, Hyoscinae Hydrobrom., 
Hyoscyam, Sulph., Morph. Tartras, Physotig. Sulphas, Strych- 
ninae Hydrochloridum. 

Galenicals, — These preparations have undergone the greatest 
change, and we hope and believe that it is, except in a few cases, 
for the better. Taking them in alphabetical order, we observe 
that the vinegars and acids have not undergone any alteration 
in strength. Of the medicated waters chloroform water is now 
h^lf strength (an important change) ; cinnamon and pilnento 
waters are weaker; and to our surprise, the uncertain and 
unsatisfactory Aqua Laurocerasi still is official. The official 
representative of the popular mustard leaves — Charta Sinapis— 
has now an Indiarubber basis. Vesicating Collodion is now 
double its former blistering strength. Confection of Sulphur 
now contains glycerine, syrup, and tincture of orange. Com- 
pound Decoction of Aloes is made from Ext. of Barbados 
(formerly Socotrine) Aloes, and Decoction of Pomegranate is of 
C 
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doubk strength. Belladonna Plaster is made from the liquid 
extract of the root, and is standardised to contain 0*5 per cent, 
of its alkaloids. 

Liquid Extracts have four important additions to their number, 
viz., Liquid Extract of Belladonna Root, for making all other 
official Belladonna preparations. It is made by re-percolation 
with 90 per cent, alcohol, and without heat, and contains 075 
per cent, alkaloids as indicated by the given test. Liquid Extract 
of Ipecac, is a standardised extract, containing 2*25 per cent, of 
alkaloids ; it is obtained by percolation of the root, first with 
alcohol 9a per cent, alone, and afterwards with lime and alcohol 
until exhausted. Dose, J4 to 2 1T\.. It is used for making the 
official liquid Ipecac, preparations. Liquid Ext. of Jaborandi is 
new, and obtained by the solvent action of 45 per cent, alcohol 
upon the leaflets. Strength i in i. Dose, 5 to 15 1T\.. Liquid 
Extract of Nux Vomica is also standardised, and is obtained by 
exhaustion of the seeds with 70 per cent, alcohol, and adjusting 
to the strength of 1 5 per cent, strychnine as indicated by the 
official test. It is used for making the tincture. Liquid Extract 
of Opium is now weaker — 075 per cent, morphine vice I'o per 
cent. 

Amongst Solid Extracts one is new — Ext. Strophanthi. It is 
made by exhausting the oil-freed seeds by 90 per cent, alcohol, 
evaporation of the percolate, and addition of milk sugar so that 
2 oz. represent i oz. of seeds. Extract of Belladonna Root has 
I per cent, total alkaloids and contains sugar of milk. The 
Green Extract made from the fresh leaves is still official and has 
a similar dose. Extract of Ergot is a greatly improved process, 
and contains a little common salt incidental to the mode of 
procedure. Extract of Euonymus has calcium phosphate in 
place of sugar of milk. Extract of Calabar Bean is one-fourth 
its former strength. Extract of Nux Vomica is now standardised 
to contain 5 per cent, strychnine (formerly 15 per cent, strych- 
nine and biucine). Some minor but unimportant changes have 
also been made amongst the other solid extracts. 

The Glycerina have two new ones — one, an official modifica- 
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tion of Barft's Boro-Glyceride ; the other, an acid glycerol of 
official Pepsine. Both have been much known and used for 
some time past. 

The Infusions were formerly 28, now only 2 1 remain, a new 
one being Inf. Scoparii in place of the old decoction. The 
strength of Inf. Cascar. is half what it formerly was. All are 
made to pint quantities, and generally 15 minutes is the time 
for maceration. The Hypodermic Injections are increased by 
that of Cocaine, which formerly had a place in the Additions as 
a liquor. Inject. Morph. Hypoder. is half the former strength, 
and is now made with Morphine Tartrate. 

The therapeutic effects of the Liniments will not be different 
from the previous ones, but Lin. Camph. Co. is now called 
Lin. Caraph. Ammoniat. Soap Liniment is now made with 
soft soap, and Lin. Sinap. is without the extract of mez^reon. 

The Liquores Concentrati are a new series of pharmaceutical 
preparations, which are no doubt intended to supersede con- 
centrated infusions. They are weak tinctures, and prepared of 
a general strength i in 2. They are Calumba, Chiretta, 
Cusparia, Quassia (i in 10), Rhubarb, Senega, Senna (i in i), 
and Serpentary. We do not observe that Gentian is represented. 

Blistering Liquid is now twice the former strength. For the 
benefit of those who believe that Sp. ^ther. Nit, is indefinite in 
composition and variable in action, a solution of pure Ethyl 
Nitride in absolute alcohol and glycerine is introduced. Another 
new liquor is a representative of Hazeline, a hydro-alcoholic 
solution of the volatile oil obtained by distillation from the 
fresh leaves of Hamamelis. Liniment of Iodine is now called 
Liq. lodi Fortis, and in place of Liq. Morph. Bimecon. we find 
yet another solution of morphine, the Tartrate. A representative 
of the popular Liq. Pancreaticus occurs in Liq. Pancreatis, 
which is a weak alcoholic solution of the enzymes contained in 
the fresh pancreas of the pig. Liq. Picis Carbonis is a tincture of 
coal tar and quillaia bark. A concentrated compound solution of 
sarsaparilla represents in a concentrated form the old-fashioned 
compound decoction. Liq. Thyroidei is a preparation of the 
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thyroid gland of the sheep, loo miii. = i gland. The number 
of effervescent preparations is increased by that of Lithium 
Citrate, 5 per cent, and Caffeine Citrate, 4 per cent. Black 
wash is improved by the addition of Glycerine and Mucilage of 
Tragacanth, which diffuses the precipitate better. 

In the Misturse, Tragacanth replaces acacia in chalk and 
guaiacum mixtures with advantage. Castor oil mixture is a 
palatable and serviceable method of administering this useful 
but unpleasant remedy. Black Draught now contains a little 
aromatic spirit of ammonia. 

The formulae for the Pills have now undergone slight alteration, 
chiefly, however, in the use of a mixture of glucose and syrup 
(under the name of Syrup of Glucose) as the excipient. The 
Iron and Phosphorus Pills have improved formulae, and a 
Quinine Pill is new. 

The familiar colour of Aromatic Powder of Chalk is not now 
observed, because the saffron is omitted ; otherwise no change 
is observed in the official powders. 

The official Spirits have undergone a great change as regards 
their strength, and two new ones have been introduced, viz., 
Sp. Anisi, Sp. Menthae Piperitae. These were formerly official 
as Essentiae, but are now 10 per cent, by volume. The Spirits 
of Cajuput, Cinnamon, Lavender, Peppermint, Nutmeg, and 
Rosemary are five times their former strength, and that of 
Juniper 2}i times. The familiar terms " proof spirit" and "recti- 
fied spirit " have now no official significance, their place being 
taken by alcohol of 90, 70, 60, 45, and 20 per cent, by volume. 
The authorities have not introduced any characters and tests 
for Brandy. The Suppositories of Belladonna are now prepared 
with the alcoholic extract of Belladonna root, and each contains 
I -60th gr. of its alkaloids. Morphine suppos. are half their 
former strength, and the Soap and Mercurial Suppositories are 
not now official. 

The class of Syrups is still unsatisfactory : Aromatic Syrup, 
Syr. Calcii Lactophosph., Syr. Cascar. Arom., Syr. Codeinae, a 
representative of Easton's Syrup, Syr. Glucosi, Syr. Pruni Virg., 
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are all new. Syr. Ferri lod. is now 10 per cent., and Syr. Ferri 
Phosph. is much less acid than formerly. It is somewhat 
remarkable that weak alcohol is used for the preparation of 
Syr. Sennse, whilst for the concentrated Liquor water is used as 
the solvent ; and in the Tincture 45 per cent, alcohol is used, 
which, in our opinion exhibits glaring inconsistencies. 

Thyroideum Siccum, a new representative of organo-therapy, 
is prepared by drying finely-minced healthy thyroid glands 
(sheep), and subsequently removing the fat by treatment with 
petroleum ether ; its dose is 3 to lo grains. 

The important class of Tinctures has undergone great changes, 
both in strength of active ingredient and in alcoholic strength. 
The intention has been to obtain some uniformity of dosage. 
Thus, Tr. Aconiti is now i in 20 as against i in 8, but the dose 
remains the same. Tr. Arnicse, which formerly had a dose has 
none stated now. It appears to have suffered diminution to the 
vanishing point, for the B.P. 1867, the dose was i to 2 fl. dr. ; 
then in 1885 it was >^ to i fl. dr. ; now it has none at all. 
Presumably it is not intended for internal administration. Tr. 
Asafet, now 1 in 5, formerly i in 8, has now the same dose as 
before. Where Tincture of dried Bitter Orange Peel was 
official, \h!^ fresh peel is now used. Tr. Bellad. is now prepared 
from the Liquid Ext. of Belladonna root, and must contain a 
definite quantity of alkaloid. It was formerly made from the 
leaves. Similar alterations have been made throughout the 
whole of the tinctures, which do not call for special comment. 
Compound Tinct. of Chloroform and Morphine, which belongs 
to the " Chlorodyne " class, is now a clear, bright-green tincture, 
from the presence of Tr. Cannab. Indie, and is four times 
stronger in alkaloidal power than formerly. Treacle, Syrup, 
Ether, and Liquorice are absent, and Glycerine is added. The 
Ammoniated Tinctures of Guaiacum and Valerian do not now 
contain ammonium carbonate, but liq. ammon., with volatile 
oils of nutmeg and lemon. There are only three new tinctures — 
Tr. Ergot. Amnion., Tr. Pruni. Virg., Tr, Quillaise. Eleven 
tinctures . have been deleted, none of which will be missed, 
except, perhaps, the strong tincture (or Essence) of Ginger. 
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The Lozenges have suffered change as far as their basis is 
concerned. Some are made with a simple gum and mucilage 
basis; without any flavour, others a fruit basis, a tolu-flavoured 
basis, and a rose basis. Those of Carbolic Acid (i gr.). 
Eucalyptus (i gr.), Guaiacum Resin (3 gr.), Kranieria (i gr. of 
Extract with 1-20 gr. of Cocaine Hydrochloride) are new, but 
we do not find the Ant- Acid Lozenge (Troch Mag. cum Creta), 
suggested by Sir William Roberts, official. 

The class of Ointments have suffered change as far as 
strength and basis are concerned. Rose Water Ointment 
(which has long been known as Cold Cream) is now official for 
the first time. Capsicum Ointment, a representative of the 
well-known Chilie Paste, is also new, together with Ung. Paraif , 
which supersedes Ung. Simplex (not now official). It is very 
questionable whether this further extension of a paraffin 
ointment base is a good one from a therapeutic point of view. 
Certainly its penetrating power is much less than that of lanolin 
and lard. The chief point in its favour is that it resists the 
action of chemical substances when incorporated with it, but 
that difficulty could be overcome by requiring the ointment to 
be freshly prepared. Ung. Cocainse has a basis of lard and 
oleic acid, in the latter of which cocaine is soluble. A similar 
principle is involved in the preparation of other alkaloidal 
ointments. A representative of Golden Ointment occurs in the 
form of Ung. Hydrarg. Oxidi Flavi, and the ointment of 
Mercuric Oleate is also new. This oleate and that of zinc are 
prepared by the plan originally devised by Dr. Shoemaker, of 
U.S.A., who did much to make these popular. They are 
prepared by the double decomposition of a solution of Castile 
soap and the required metallic salt. 

The Wines have not suffered much change, that of Ipecacuanha 
being now prepared by the addition of i oz. of the fluid extract 
to 19 oz. of sherry. Special tests are introduced to eliminate 
wines which have salicylic acid as a preservative. 

An attempt has been made throughout the preparations of 
the Pharmacopoeia to obtain a unification of dosage. This will 
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be of great service to the busy medical practitioner. The 
following synopsis will show this in a striking manner : — 

Vinegars, — Ten to 30 minims. Exception, A. Cantharidls (not taken). 

Diluted Acids.-^Y'vre to 20 minims. Except A. Hydrocy. dil., 2 to 8 til., 
and A. Carbol. Liq. i to 3 nx- 

Medicated IVaters.^KsM to 2 fluid ounces. Except A. Laurocerasi, 
j4 to 2 fl. dr. 

Con fections. ~~S\xty to 120 grains. 

Solid Extracts. — The doses of these vary between i and 15 graius, except 
the following, which are X ^o ' grain :— E. Bellad., E. Cannab. Indicae, 
E. Colchici, E. Nuc. Vom., E. Opii, E. Physostig., E. Stramon., E. Stro- 
phanti. The following are 2 to 8 grains: — £. Anthem., E. Eigotse, 
E. Coloc. Co., E. Gentian., E. Hyoscy. Viride, E. Jalapse, E. Rhei. 

Infusions, — ^ to i fluid ounce. Except I. Digitalis, 2 to 4 fl. dr., 
I. Scoparii, i to 2 fl. oz., I. Sennse (as a draught) 2 fl. oz. 

Hypodermic Injeciums,^\{. I. Cocain. 2 to 5 tit, also H. I. Morphinse ; 
Apomorph. 5 to 10 ttl, also Ergotse, 5 to 10 tt*. 

Concentrated Liquors —Half to I fl. dr. Except Serpentar. i to 2 fl. dr. 

Poisonous Zj^Ki^rj.— Variable between 2 to 10 ttl- Except Liq. Trini- 
trini, }4 to 2 ttl. 

MtJctures.—UaiU io I fl. oz. Except M. Ricini J4 to 2 fl. oz., M. Sennas 
Co. I to 2 fl. oz. 

PtZ/j.— Four to 8 grains. Except P. Ferri 5 lo IS grs., P. Phosphori 

1 to 2 grs., P. Plumbi c. Opio 2 to 4 grs., P. Sapon. Co. 2 to 4 grs. 

P(nvders,—V3in2Lb\e doses from 10 grains (or less) to 40 grains (or more). 
Except P. Antimon. 3 to 6 grs., P. Elaterini Co. i to 4 grs., P. Opii Co. 

2 to 10 grains. 

Effervescent Poufders. -Thirty to 120 grains. 

5^W/j.— Twenty to 40 minims. Except Sp. Anisi 5 to 10 tt^, Sp. 
Juniper 20 to 60 ttl, ^^^ ^^^ following seven which are 5 to 20 ttl :-- 
S. Cajuput, Camphor, Cinnam , Lavandul., Menth. pip., Myrist., Rosmarini. 

Preserved /4tices.'-S. Belladonnze, 5 to 15 ttl- The following three are 
I to 2 il. dr. :— S. Conii, S. Scoparii, and S. Tarax. 

Suppositories. — One for each administration. 

Syrups.'-F'ifteen have >^ to i fl. dr. ; the rest have >^ to 2 fl. dr., viz., 
S. Chloral, S. Codeinae, Cascarae, Aromat., Rhei, SennsB. 

Tadlefs. —One to two. 

Tinctures.— The following have a dose of 5 to 15 minims, and their 
strengths have been altered where necessary :— Aconiti, Bellad., Cannab. 
Indie, Canthar., Capsici, Cocci, Colchici Sem., Croci, Digitalis, Ferri 
Perchlor., Gelsemii, Lobelise, iEther , Nuc. Vom., Opii, Podophylli, Scillae, 
Stram., Strophanthi. All the rest have a dose of >4 to i fl. dr. ejccept Tinct. 
lodi 2 to 5 ttl- It is to be noted that when a dose is often repeated it is 
generally stated smaller, and when given singly it is generally stated larger. 
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Zi^Kif^j.— Not now stated ; formerly i to 6 per diem, except Troch. 
Ipecac, I to 3. 

Wines.— 10 to 30 ttl, except the Iron Wines, I to 4 fl. dr., and Quinine 
Wine, >^ to I fl. oz. 

The doses of the crude drugs have in 39 instances been 
given, but we are still of opinion, as expressed in our review of 
the B.P. 1885, that this requires amplification. If it is neces- 
sary to give the dose of Asafeiida and Nux Vomica, it is 
equally important that that of Myrrh, Gelsemium, etc., should 
be stated. Again, the dose of all alkaloids should invariably 
find a place in the Pharmacopoeia. The new alkaloidal salts 
have in some cases their doses added, but none is recorded 
under Aconitine, one of the most virulent poisons known, nor 
under Cocaine. 

The volume concludes with a very long index, in which the 
preparations, their doses and strengths, are recorded, together 
with the page of reference. This is useful, but, we venture to 
think, is far from complete, especially in the omission of so 
many strengths. The usual appendices are included without 
much alteration. The printer's errors are remarkably few ; we 
have been able to discover only one, viz., on p. 200 " slightly " 
has the second ** 1 " omitted. 



ON THE 

CLINICAL CHARACTERISTICS OF TERTIARY 

SYPHILITIC DISEASES OF THE JOINTS.* 

BY LEONARD GAMGBE, F.R.C.S. KNG. 

ASSISTANT SURGEON TO THE GENERAL HOSPITAL, SURGEON TO THE 

children's HOSPITAL, BIRMINGHAM. 

In speaking of syphilitic diseases of the joints, it is my intention 
to confine my remarks to those affections which are directly 
due to syphilis, which concern the actual joint structures them- 
selves, and which occur during the tertiary stage of the disease. 

* A Paper read at the Birmingham and Midland Counties Branch of the 
British Medical Association. 
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It was Richet who, in the Memoirs of the Academy of Medicine 
of Paris, in 1853, first definitely drew attention to the occurrence, 
in syphilitic patients, of clearly marked articular lesions. Since 
then I^ncereaux, Bumstead, Hutchinson, Bowlby, and others 
have written upon the subject and have proved that such cases 
are more common than was at one time thought ; but, still, they 
are sufficiently rare to make any case met with worthy of close 
attention. 

Tertiary syphilitic articular affections may be divided into two 
main classes : — 

1. Those in which the articular ends of the bones are 
primarily and chiefly affected, the synovial membrane being 
implicated secondarily. 

2. Those in which the synovial membrane is primarily and 
chiefly affected. 

This second class may be divided into— 

(a) Cases in which the synovial membrane is diffusely 

infiltrated and thickened. 

(b) Cases in which isolated gummata occur in the 

synovial and sub-synovial tissues. 

This classification holds good both for hereditary and 
acquired syphilis. 

Of the first form, viz., where the bone-ends are principally 
affected, I have, in the General Hospital out-patient room, met 
with two examples, of which the following are the chief details : — 

Case I. — A man, aged 43, came to the Hospital on April 
20th, 1895, complainmg of swelling of his right elbow. He 
stated that he had suffered from primary syphilis 16 years 
before, and that, since then, he had frequently been troubled 
with " breakings-out " on his arms and legs. He had never 
had gonorrhoea. In 1893 the right elbow was swollen, but had 
recovered. Four months before he came to the Hospital his 
right elbow became swollen and painful, and had remained so 
since. The pain was markedly worse at night, but was never 
so severe as to prevent his working, and this is worthy of notice, 
for his work was heavy, being that of a labourer in some sand- 
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pits* He said that he had been treated^ for rheumatism, but 
with no improvement. When I saw him the. right elbow was 
considerably swollen. The lower end of the humerus and the 
olecranon were thickened in a regular and uniform manner; 
while tl>e synovial membrane was generally swollen and was 
doughy to the touch, but nothing resembling an isolated 
thickening could be felt. There was a small amount of fluid 
in the synovial cavity. The skin over the joint was perfectly 
normal in appearance. The movements were free, though the 
joint could neither be flexed nor extended to quite the full 
extent, and passive movement was perfectly painless. The 
thickened humerus and olecranon were, tender on pressure. 
There was no muscular wasting. 

Case 2. — A man, aged 27, came to the out-patient room on 
April 1 6th, 1896, complaining of swelling of the left elbow. 
He stated that in 1892 he had a hard chancre, and that during 
the autumn of 1895 he had a swelling on the back of the right 
hand and wrist. For the appearance of this swelling he could 
not account, but he remembered that it remained for some time 
and finally disappeared under medicinal treatment. For six 
. weeks before he came to the Hospital his left elbow was swollen 
and slightly painful. When I saw him the joint was markedly 
swollen and the lower end of the humerus thickened, especially 
on the inner side, the bone being tender on pressure. The 
upper end of the ulna was not thickened. The synovial mem- 
brane was swollen and felt soft and doughy to the touch. In 
this instance, as in Case i, the synovial thickening was perfectly 
uniform and the joint contained a small amount of fluid. The 
skin over the joint was unaltered, in appearance. The muscles 
of the arm and forearm were wasted. 

In each of these cases iodide of potassium was given, with 
resulting rapid improvement. At the end of three weeks the 
synovial swelling had disappeared, and there was no pain or 
tenderness ; but as was to be expected, there was still sqme 
bony thickening. In neither case was the joint fixed on a splint. 

These two cases are good examples of that form of syphilitic 
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arthritis in which the articular ends of the bones are chiefly 
affected. In such cases the most marked symptoms are bony 
thickening, with sooner or later some synovitis, the synovial 
membrane being considerably thickened and often feeling pulpy 
on touch, in fact much like a tubercular synovial membrane. 
But the main symptoms distinguishing this from other forms of 
arthritis are the freedom of movement and the comparative 
absence of pain. In each of the above-mentioned cases move- 
ment was almost unimpaired and practically painless. There 
was the usual night pain characteristic of osteitis, but there were 
none of the pain and rigidity generally met with in cases of 
rheumatoid and tubercular arthritis. 

The next case is one of tertiary syphilitic synovitis of the 
diffuse variety. 

Case 3. — A boy, aged iS, came under my care in Dec. 1895, 
suffering from hereditary syphilis. He had ulceration of the 
face with necrosis of the nasal bones and superior maxilla, old 
kerato-iritis and osteitis of the shaft of the right tibia. He was 
treated with iodide of potassium and perchloride of mercury and 
the ulceration rapidly healed. Four months after this the 
patient came up again complaining of swelling of the left knee 
of a few months' duration. On inspection it was evident that 
there was a great deal of synovial swelling in the affected joint. 
The skin over the joint was normal in appearance and there was 
no muscular wasting. To the touch the synovial membrane 
felt thickened and doughy, in fact exactly like a tubercular 
synovial membrane. There was a small quantity of fluid in the 
joint. The bone ends were not thickened. The patient was 
able to walk without a limp, and the movement of the joint was 
perfectly free and painless. Perchloride of mercury and iodide 
of potassium were again prescribed, and at the end of a fortnight 
the synovial swelling had greatly decreased. After two months' 
treatment the swelling had disappeared; but a few weeks 
longer it recurred. However, it again disappeared under treat- 
ment and the joint has remained sound ever since. The limb 
was not fixed on a splint. 
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This case showed well the symptoms of chronic syphilitic 
synovitis. The condition found in such cases closely resembles 
that found in cases of tubercular synovitis, for in each instance 
there is the same main symptom, viz., the thick, pulpy, doughy 
synovial membrane, with or without a small amount of fluid 
effused into the joint. In the case just described there was 
such ample evidence of syphilis that the diagnosis was rendered 
easy, but, had it not been so, there was one point about the 
joint which at once attracted attention, and that was that, 
despite the large amount of thickening, movement was per- 
fectly free, and under no circumstances did the patient feel any 
pain in the joint. This absence of pain is a very frequent, but 
not invariable, characteristic of this form of syphilitic synovitis. 
It may be noted that the effect of treatment was much more 
tardy in Case 3 than in Cases i or 2, but it is a well-recognised 
fact that the diffused tertiary syphilitic synovitis is slow in 
clearing up and is prone to relapse. 

Case 4. — A man, aged 36, came to the Hospital on February 
1 6th, 1897, complaining of several small swellings about the 
right knee. He denied ever having had syphilis, but admitted, 
when asked the origin of a scar on his prepuce, that it might be 
the result of a sore that he had when a young man. When he 
came to the out-patient room he had, in the position of the 
upper part of the synovial membrane of the right knee, a 
thickened, indurated patch, i J^in. by lin. in size, with a fairly 
clearly marked outline. The patch was deeply situated, but 
was not attached to the bone, while the skin over it was just 
becoming adherent and was dusky red in colour. An exactly 
similar patch could be felt to the inner side of the patella. The 
head of the right fibula was thickened. There was no fluid in 
the joint and no general synovial thickening, nor was there any 
muscular wasting. The joint could be freely and painlessly 
moved. The patient gave the history that the lump above the 
patella had appeared six months before the above mentioned 
date, and the lump to the inner side of the patella two months 
after the first. He said that at first the skin and subcutaneous 
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tissues were perfectly free and had only quite recently become 
involved. The joint had been fixed for some weeks in a leather 
case, but no improvement had resulted. The symptoms agreed 
with those caused by gummata of the synovial membrane, 
which occur as isolated, thickened patches, with or without 
general synovial infiltration. There is as a rule no pain, and 
the function of the joint is not necessarily interfered with. An 
importwit characteristic of the affection is that the epithelial 
lining of the membrane generally remains intact, while the 
gumma extends towards and bursts on the skin surface. 
Hence general arthritis from the bursting of a gumma is 
extremely rare, though instances of its occurrence have been 
put on record. The patient was given iodide of potassium, 
with the result that the swellings rapidly disappeared. 



REPORTS OF CASES. 

A FAMILY OF BLEEDERS. 

BY ERNEST A. SADLER, M.D., ASHBOURNE. 

The present head of the family is Mrs. Wibberley, widow, 
aged 60, living in Salt Alley, Ashbourne, Derbyshire. Her 
husband died about three years ago of senile decay. They were, 
as far as they know, quite unrelated before their marriage, 37 
years ago, and lived the whole of the time in the house in Salt 
Alley, which has been inhabited by the Wibberley family for 
over 100 years. It is situated on the bank of the River Henmore, 
which runs through the town of Ashbourne, one side of the 
house rising perpendicularly from the bed of the stream. The 
house and the yard in which it is situated are frequently 
enveloped in river fogs, and subject to be submerged in times 
of flood. Until the time of her marriage Mrs. Wibberley (who, 
like her husband, comes of a family long established in the 
district) worked hard in farm service. 
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The peculiar diathesis appears to have arisen de novo in the 
present generation, for no evidence can be obtained of a haemor- 
rhagic tendency in any member of previous generations, except 
in the case of Mrs. W's father, who is said to have died, set. 46, 
of " bleeding from the person "—a symptom probably indicative 
of local trouble and not at all dependent on a general diathesis. 
Mrs. W's mother died in child-bed, aet. 26, but not from haemor- 
rhage. She had had four children, none of whom were bleeders. 
Her father and mother lived to old age and had 16 children all 
healthy. Mrs. W-s paternal grandparents were long lived and 
had 14 perfectly healthy children. Her husband's family has 
also a good history, and no hereditary disease of any kind can 
be traced in several generations. 

Mrs. Wibberley herself has kept up the reputation of haemo- 
phylics for fecundity. Her children number 16, but three died 
in the first few days of life of infantile complaints. The 
remaining 13 are, in order of seniority — 

(i) Edward, (2) John, (3) William, (4) Hannah, (5) Fanny, 
(6) Harriett, (7) a second Edward, (8) Sarah Ann, (9) Albert, 
(10) Julie, (ii) Charles, (12) Frank, (13) Harry. 

Taking the boys first, Edward, the eldest, was the first 
member of the family to exhibit the peculiar diathesis. He had 
only one attack, but it proved fatal. At the age of 3, when 
apparently in perfect health, he fell and bit off the tip of the 
tongue. The bleeding could not be stopped, and death 
occurred on the fourth day. 

John was always well. He has five children, the eldest 
8 years old, and none of them have shown any hsBmophylic 
tendency. 

William, formerly a soldier, is married and settled in the 
town. He has two children, aet. i and 3 respectively ; they are 
perfectly healthy. 

The second Edward, now aged 21, has shown no tendency to 
bleed. An abscess that had to be incised gave no trouble. 

Albert died at the age of three months, of " sunstroke.'' 

Charles was the next member of the family who exhibited the 
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signs of the diathesis. It was noticed at the time of his first 
attempts to walk that he bruised very easily. When nearly 7 
the cutting of a tooth led to haemorrhage, which proved fatal 
after a week's duration. 

Frank, aged 12, has never bled nor bruised. 

Harry, the youngest child, early developed the tendency to 
bruise. The liability is still abnormal, but is diminishing year 
by year. He has had several troublesome attacks of epistaxis, 
and two years ago fell down and bit the tongue, producing 
haemorrhage which continued for more than a week. In this son 
the joint affection of hsemophylia first showed itself at the age 
of 3. He has had repeated attacks since, and they always 
begin suddenly in the night. 

The well-known fact that the girls of a family do not them- 
selves exhibit the hsemorrhagic tendency, but that they transmit 
it to their male children, is supported by the evidence obtained 
from the history of this family. 

Hannah, the eldest daughter, has always been perfectly 
healthy. She has been married ten years, and has had five 
children. 

I. Charles, the eldest, is 6 years old. The facility with which 
large bruises formed beneath his skin was noticed, as in the case 
of his uncles, at the time when he first began to crawl, and more 
markedly still when he was learning to walk. He has bled 
three times, twice from the frenum of the upper lip and gums, 
and once from a cut thumb ; in each case the haemorrhage con- 
tinued till the child was reduced to the last stage of exhaustion. 
At the age of three it was first noticed that the ankle joint was 
full and swollen ; many times since there has been similar 
swelling, and at the present time the left ankle is full and the 
skin over it discoloured. 

2. Sarah neither bruised nor bled. She died, aet. 3^, of 
broncho-pneumonia. 

3. George, set. 2j^, has shown exactly the same tendency to 
bruise arid bleed as Charles, and from about the same age. A 
crushed finger nine months ago gave much trouble, and a prick 
of the tongue by a fish-bone nearly three weeks ago has reduced 
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him to an almost bloodless condition. The haemorrhage only 
ceased a day or two ago, when the child was nearly in extremis^ 
but already he is showing rapid improvement and gaining colour 
and strength hourly. He has not yet developed the joint 
affection of hsemophylia. 

4 and 5 are twin boys, born four months ago. They have 
not yet reached the age at which the bruising and bleeding have 
usually first manifested themselves. 

Fanny, the second daughter of Mrs. Wibberley, married seven 
years and living at Burton-on-Trent, has always had excellent 
health and good times with her children. 

1. The eldest, John, looked strong and well, but was noticed 
to bruise from the time of first walking. At 18 months he bit 
his tongue and bled for a fortnight ; at 2^, a cut finger bled for 
about the same time and was stopped by the application of 
Liq. Ferri Perchlor. fort, and pressure. At three he began with 
whooping-cough ; in the third week epistaxis commenced, 
followed in a few days by bleeding from the ears and mouth, 
and death occurred on the fifth day of the haemorrhage in 
Burton Infirmary. No haemarthrosis. 

2. A girl born prematurely died on the second day of life. 

3. Walter, now aged 18 months, bruised first on the palms 
and palmar surface of the wrists at about the age of four months. 
This was noticed when he was put to sit at the table, and was 
due to hitting the hands on the table in front of him. Four 
months ago he fell and cut the frenum of the upper lip: 
bleeding was continuous for three weeks and the actual cautery 
used in Burton Infirmary only increased it. It was eventually 
stopped by the pressure of a pad and strapping across the lip. 
About three weeks ago one ankle swelled — it " came and went 
of itself" At the present time the child (who was brought for 
inspection) has bruises on the forehead and in the right ham, 
and in both buttocks are large hsematomata due to repeated falls 
during attempts to walk. 

Mrs. Wibberley's third daughter, Harriett, has been married 
four years, but as yet has no children. It is interesting to note 
however that Hannah's first child was not born till four years 
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after marriage, and that in the following six years she had five ; 
while Fanny did not beariier first child till she had been married 
over three years, and Mrs. Wibberley herself till 18 months 
after marriage. 

The fourth and fifth daughters are unmarried, but Sarah, the 
fourth, is, in spite of the advice of her mother and sisters, to be 
married next month. 

The cases, whose history has been sketched above, conform 
pretty closely to the typical course and symptomatology of 
Haemophylia. The haemorrhagic tendency has in each case, 
except the first, appeared at an age varying between four and 
six months in males, who have in every other respect appeared 
healthy: the earliest sign being extravasation into the sub- 
cutaneous tissues from slight and often unnoticed causes; 
bleeding being usually a slightly later symptom, and the joint 
affection later still, the period at which it begins being usually 
the fourth year, and its locality most often the ankle. 

As the haemophylic diathesis found in this particular family 
has apparently originated in the present generation, it was hoped 
that some further light might have been thrown on its etiology, 
but unfortunately none is forthcoming. 

Treatment is not very satisfactory. Though I have had 
members of the family repeatedly under treatment for the 
symptoms peculiar to haemophylia without as yet losing a case, 
I cannot claim for any particular line of treatment the credit for 
so fortunate a result, as in most of the attacks the bleeding has 
seemed to stop only when exhaustion has come on, and the 
child has been too feeble or comatose to do more than lie per- 
fectly still. Locally, I now rely solely on continuous pressure 
where such can be applied, but where this is not practicable, as 
for haemorrhage from the tongue and gums, the best results 
have seemed to follow perfect quiet in a darkened room, and 
the exhibition of large doses of liq. ferri perchloridi. After the 
haemorrhage has once ceased there has appeared to be little risk 
of an immediate recurrence, and recovery has been rapid, even 
when the administration of iron has not been continued, 
D 
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REPORTS OF SOCIETIES. 

British Medical Association. 

Birmingham and Midland Counties Branch, 

Pathological and Clinical Section. 

The sixth meeting of the Session was held in the Medical 
Institute, on Friday, April 29th, 1898, at 8 p.m., Dr. Simon 
in the chair. 

The following officers were declared elected for the ensuing 
year : — As Chairman, Jordan Lloyd, M.B., F.R.C.S, ; as Hon. 
Sees., J. W. Russell, M^^g^l^Jl^^dJ. H. Clayton, M.B. 

Tuberculosis of tM^i^xtn, — DitK^horr^^med a case of tuber- 
culosis of the skiM^a man, set. 26. The%n| sore appeared on 
the right hip seven yea^ft|o^2nl81^ce tnat time forty-one 
places had appeaVA in various parts of 4be body. He had 
deposit of tubercle "V^<J^i|35*^ptfSQl>e and slight chronic 
laryngitis. The unusuaT^^pBiiiU oDuOfthe case was the large 
number of lupus spots, which practically defied treatment. 

Two Cases of Acute Intussusception^ treated by Abdominal 
Section, — Mr. George Heaton showed two children on whom 
he had recently performed laparotomy for the reduction of acute 
ileo-csecal intussusception, with a successful issue in each case. 

The first case was a boy, aged four years, who had a typical 
attack of intestinal obstruction due to intussusception on March 
28th. The attack commenced suddenly with violent collapse 
and was followed by the passage of several stools of pure blood. 
A long sausage-shaped tumour could be felt in the right lumbar 
region. Abdominal section was at once performed and the intus- 
susception, which was of the ileo-caecal variety, reduced by 
manipulation. Uninterrupted recovery followed. 

The second case was a boy, aged three, who was admitted 
into Hospital 24 hours after the first case. The onset in this 
case was sudden, but there was no passage of blood or mucus 
per anum ; nor was the initial collapse so marked. Abdominal 
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section -was at once performed — about eight hours after the 
onset of symptoms — and an ileo-caocal intussusception reduced* 
Rapid recovery followed. 

In neither case was any attempt made to reduce the intus- 
susception by external manipulation or inflation, but abdominal 
section was at once performed as being the surest method of 
completely reducing the intussusception. 

FatcU Cases of Scarlet Fever occurring duting the Fuerperium, 
Dr. Millard read notes of the two following cases :^i) Mrs. S , 
aged 26, a multipara, was confined on Feb. nth, 1898. The 
labour was a protracted one, and forceps had to be applied. 
The child appeared healthy. The mother at first did well, but 
on Feb. 13th her temperature w^nt up, and she had sore throat 
and vomiting. The following day a rash appeared, and the 
patient was sent into the City Hospital the same afternoon. On 
admission she was found to be jsuffering from a severe and 
undoubted attack of scarlet fever. The^rash was bright and 
typical, present all over the trunk and limbs, the fauces were 
swollen and congested, and the toiigue was coated but cleaning 
at the tip and edges. The temperature the same evening was 
105, and the pulse 130 and of low tension. She passed a very 
bad night, and remained delirious till the end. There was 
troublesome diarrhoea. There was no pain or tenderness on 
palpating the abdomen, and the lochia were small in amount 
but not offensive. The temperature remained up, and the 
patient died on the fourth day. The case presented very much 
the features of an ordinary malignant case of scarlet fever. 
Shortly before death a swelling was observed in the right iliac 
region, but its nature was not made out, and, owing to the cir- 
cumstances of the case, a post-mortem examination was not 
asked for. There had been a recent case of scarlet fever in 
the patient's house. 

(2) The notes of the second case have been kindly supplied 
by Dr. Tatham, of Halesowen, in whose practice it occurred. 
Mrs. X., a multipara, was confined on Sept. 30th, 1897. The 
labour was normal. Two days later she had a rigor, and the 
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next day she had sore throat and a typical scarlet fever rash. 
•There was no vomiting, and the tongue and throat were not 
typical. Dr. Tatham, however, had no doubt as to the case 
being one of scarlet fever, as there was a child in the same 
house who was supposed to have had measles three weeks 
before, but who was found to be desquamating, and to have 
double otorrhoea. The woman rapidly became worse, the tem- 
perature rose to 105, and she died the following day, the second 
day after the rigor, and the fifth day of the puerperium. There 
were no puerperal symptoms. 

Diphtheria, — Mr. Leedham Green read a note on the Diag- 
nosis of Diphtheria. 

Hydatid of Lung with Pyo-pneumothorax, — Dr. Codd read a 
note on this case. Three weeks before admission the patient 
complained of pain in the left side, and the day before was said 
to have pleuritic effusion by a medical man. On admission, the 
cardiac apex beat was in the 2nd and 3rd spaces, half-an-inch to the 
right of the sternal margin. On the right side of the chest in 
front, dulness began at the 3rd rib and extended down to the 
liver dulness with puerile breathing. The left side, front and back, 
was hyperresonant, with absent breath sounds, vocal resonance 
and fremitus; bell sound and succussion splash were present. 
No abnormal dulness behind on sitting up, but when in the 
horizontal position there was a line of dulness below the mid- 
axillary line. On exploration pus was found. This was let out 
and was very offensive, and the contained air was at a high 
positive pressure. Thirteen days later a hydatid cyst was ex- 
truded from the wound, and henceforward the patient made a 
steady recovery. The apex beat returned to its normal position 
though it eventually was pulled oyer to half-an-inch outside the 
nipple line, 

Mr. I'homas exhibited Skiagrams of a case of. congenital 
deformity of the right forearm in a child aged one year and seven 
months. The complete absence of the radius was well shown, 
and also the entire suppression, of any rudiment of a thumb. 
Mr. Thomas had attempted to devise some mechanical arrange- 
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ment to obtain an artificial opposable thumb, but without 
success, on account of the shortness of the forearm and the 
irritation which any mechanical restraint caused. He was of 
opinion that such cases usually acquired considerable dexterity 
in using the imp)erfect member, and therefore mechanical 
assistance was hardly desirable. 

Syphilitic Disease, — Dr. Foxwell showed a liver, kidney, 
spleen and lung from a case of probable syphilis ; the 
patient admitting to gonorrhoea only. There was also a 
fairly long history of three to four pints of beer being 
drunk daily. He also had aortic valvular disease. The 
reasons for thinking the condition syphilitic were these. 
First, the liver capsule was much thickened throughout, over 
considerable areas averaging -^ of an inch, and having the blue 
opaline smear characteristic of syphilitic scars; the organ 
weighed 4 lbs, 4 oz., and the surface, though irregular, was not 
hobnailed: the section was also fairly smooth and neither 
markedly fatty nor too red : under the microscope the cirrhosis 
was seen to be intercellular. Second, the peritoneum of the 
upper abdomen was in a condition similar to that of the liver 
capsule. Third, the spleen weighed 14^ ozs., an enlargement 
greater than that usually due to alcoholic cirrhosis ; its capsule 
also resembled that of the liver, and on section its- surface was 
seen to be finely granular, the microscope showing some increase 
of fibrous tissue. Fourth, the kidneys weighed 13^ ozs., were 
rather pale and their capsules slightly adherent : they were 
tough and their section looked cirrhotic, but all the details were 
strangely blurred as if smudged over with some semi-transparent 
material. Under the microscope they had a surprisingly normal 
appearance, the epithelium of most of the tubules looking quite 
healthy, but there was a slight general proliferation of round 
cells between the tubules, and in places this was considerable. 
Fifthly, the lungs were distinctly denser, tougher, and less aerated 
than usual with a few pleuritic adhesions on each side ; micros- 
copically an excess of fibrous tissue was observed around the 
bronchioles and arterioles, in some instances to more than twice 
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the thickness of the normal wall. On the other hand the heart 
wall gave no evidence of morbid change, although the aortic 
valve had only two cusps and these were severely sufifering from 
both old and recent endocarditis. It should be added that there 
was no evidence of rheumatism. 

Nitrous Oxide combined with Oxygen. — ^Dr. McCaxx^ idxnrad 
Hewitt's apparatus for the administration of Nitrous Oxide and 
Oxygen for dental and ordinary surgical work, both in a portable 
form, and as used in the operating theatre of the London 
Hospital ; and read a note on the use of Nitrous Oxide com- 
bined with Oxygen as an anaesthetic, which will be published in 
another form. 



REVIEWS. 



YELLOW FEVER IN THE WEST INDIES.* 

This book contains a very excellent account of the natural 
history of yellow fever as seen in the West Indies. The book 
is written from the clinical point of view, for, although a short 
reference is made to recent bacteriological researches and the 
controversies which have arisen from them, yet Dr. Anderson 
disclaims any personal knowledge of these matters and expresses 
no opinion as to their merits. With regard to the clinical 
features of the disorder, however, it is evident that the writer is 
dealing with a subject on which he is in every way competent 
to speak, and his wide experience enables him to give an 
excellent picture of the disease. 

As to the accuracy of the description, and of the opinions 
expressed, we are unable to form any judgment. Allusion may 

* Yellow Fever in the West Indies. By Izett Anderson, M.D. Edin., 
formerly Resident Surgeon of the Colonial and Seamen's Hospital, 
Georgetown, British Guiana ; Member of the Government Medical Council, 
&c. London : H. K. Lewis. 1898. 
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be made, however, to one or two disputed points on which the 
author has expressed a pronounced opinion. The possibility of 
the occurrence of cases of yellow fever without any albuminuria 
Dr. Anderson would entirely deny, except in the rare instances 
in which the disease has been aborted by early treatment, a 
result which he believes to be possible in fovourable cases. He 
admits that during an epidemic cases are sometimes met with 
in which the symptoms resemble those of the first stage of 
yellow fever, and in which there is no albuminuria. These, 
however, he regards as instances of malarial fever, on which 
some of the characteristics of the prevailing epidemic have 
" been impressed " — an opinion which, without possessing any 
special knowledge of the matter, we should be inclined to 
accept with some hesitation. In any case. Dr. Anderson has 
never seen a fatal case, or one in which black vomit has 
occurred, without pronounced albuminuria. The albumen first 
appears in from two to five days; in some cases it is very 
evanescent, lasting only a few days, and it rarely persists longer 
than a fortnight. 

As already stated. Dr. Anderson believes that it is sometimes 
possible to " abort " the attack by early and vigorous treatment. 
This latter consists of the classical " 20 and 24 " prescription — 
or, in other words, 20 grains of calomel and 24 of quinine, 
repeated, if necessary, for three doses at intervals of a few hours. 
Mercury, however, should never be given so long as any trace 
of "^bumen is present in the urine. Cold packs are not 
infrequently necessary to reduce the temperature ; good 
nursing and stimulation are of course essential. The writer 
lays especial stress on the great danger of misunderstanding the 
true nature of the period of relief and apparent improvement 
which occurs at the end of the first stage, and quotes cases in 
which painful and even disastrous results have followed from 
mistakes made on this point. Dr. Anderson is definite in his 
disbelief in the infectiousness or contagiousness of the disease. 
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A SYSTEM OF MEDICINE. BY MANY WRITERS.* 

In the preface to this volume Dr. Allbutt announces that six 
volumes at least will be required to complete the book, instead 
of the five volumes originally projected. Many of the articles 
have already been considerably cut down by the Editor, and to 
such a degree that complaints have been made of the brevity of 
some of the chapters. 

However the work is on the whole so comprehensive and 
thorough that no serious reader will begrudge purchasing an 
extra volume to complete a book of such undoubted value. 
It seems to have been the aim of each author throughout to 
treat his especial subject radically, and to give not only a de- 
scription of the pathology and treatment of the various diseases, 
but also to lay before the reader a summary on the anatomy and 
physiology of the organs and tissues with which he deals. We 
feel inclined to agree with this way of treating the matter ; for 
in reality it is a saving of time to have the whole of the aspects 
of a subject collected in one book, and to be relieved of the 
labour of referring to two or three different volumes for the 
information required. 

The present volume includes treatises on diseases of the liver, 
pancreas, the ductless glands, kidneys, larynx and pharynx, 
scrofula, and an introduction to the general pathology of res- 
piratory diseases. The chapters are all very good, very complete 
and entirely up to date. We think that the chapters on functions 
of the liver and on jaundice contain rather too much of historical 
references to opinions formerly held, which more recent investi- 
gations have rendered untenable ; but that is a matter for the 
Editor rather than the Reviewer, 

In Dr. Fitz's article on the Pancreas we note his insisting on 
the point that fat-necrosis occurs only in conjunction with pan- 
creatic disease. 

The Kidneys are treated both from medical and surgical 

* A System of Medicine. By Many Writers. Edited by Dr. T. Clifford 
Allbutt, F.R.S., etc. Vol. iv. Macmillan and Co. 
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points of view in several excellent articles. Dr» Arthur Ransome 
furnishes some most interesting diagrams of stethograms ; and 
Dr. RoUeston has valuable papers on the Spleen and the 
Suprarenals. 

The great literary pains taken by some of the writers are 
exemplified by the appendix of references to the admirable 
chapter on Myxoedema. These references occupy six pages of 
print; and those on Graves' disease fill seven pages. We 
appreciate these quotations of authorities as being the greatest 
possible help to workers engaged on the subjects. 



A TEXT-BOOK OF 
SPECIAL PATHOLOGICAL ANATOMY.* 

This volume is the continuation of the second edition of 
Ziegler's important work (vol. i. having been reviewed by us last 
year, Birm. Med, Rev,y 1897), and deals with the morbid 
anatomy of the alimentary canal, the liver and pancreas, the 
respiratory system, the urinary and genital organs, the eye and 
the ear. Various forms of stomatitis are carefully described. 
We notice that under the head of thrush the oidium albicans 
is still described as the special parasite and although dentigerous 
cysts are described this term is not employed. We also notice 
that pharyngeal conditions are very briefly described and there 
is no mention of keratosis pharyngis. The subject of gastric ulcer 
is far too brief and practically no account is given of its pathology, 
merely a list of the conditions under which ulceration of the 
mucous membrane may occur; thus ** venous engorgement, 
arterial anaemia due to thrombosis ; embolism, spasmodic 
arterial contraction, arterio-sclerosis, or hyaline degeneration of 
the vesicle," are given as the most probable causes of a gastric 
ulcer. There is no doubt that gastric ulceration of the mucous 
membrane may arise under these circumstances, but these do 
not constitute the explanation of Gastric Ulcer. The various 

*A Text-Book of Special Pathological Anatomy. By Ernst Ziegler. 
Sections ix-xv. 
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inflammatory conditions of the stomach and intestine are dearly 
described, but we cannot help observing that the section dealing 
with cirrhosis of the liver is far too elementary, in view of the 
large amount of recent work on this subject. It would have 
been desirable from the student's point of view to have 
given a somewhat more extensive description* Notwith- 
standing that a very complete list of references is given at 
the end of the section, we look for a somewhat judicial descrip- 
tion of such diseases in a book of this nature, as it is impossible 
for the majority of readers to wade through the large amount of 
literature indicated. The subject of acute pancreatitis is dis- 
missed with a very short notice. There are long chapters 
dealing with the lungs and kidneys, and one valuable feature 
about each of these portions of the work is that due place is 
given to the morbid anatomy of the various organs connected 
with the respiratory and urinary systems. The chapter on 
diseases of the breast is very clear and well illustrated. The 
extensive references which formed so marked a character of the 
first volume are given equally fully in this, a feature of great 
value in the work, but as we had occasion to remark before, we 
cannot approve of the system of translating references into 
English as it considerably increases the labour of referring to the 
originals. We consider that this volume fully equals the first as 
a handy manual for the student of pathology. 

D. S. 



THE POCKET FORMULARY FOR THE TREATMENT 
OF DISEASE IN CHILDREN.* 

The intention of this book is to furnish a guide for the writing 
of children's prescriptions. The two points to which attention 
has been especially paid are the regulation of the quantities 

* The Pocket Formulary for the Treatment of Disease in Children. By 
Ludwig Freyberger, M.D. Vienna, M.R.C.P. Lond., M.R.C.S. Eng.; Clinical 
Assistant, Hospital for Sick Children, Great Ormond Street ; Curator of the 
Museum, Pathologist and Registrar, Great Northern Central Hospital. 
London : The Rebman Publishing Company, Limited. 1898. 
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ordered, and the concoction of mixtures which shall not be too 
unpleasant for the palates of these somewhat particular patients. 
For the latter object the means of hiding badly tasting medicines 
is suggested in most cases, and a few examples of suitable 
prescriptions are given for all the impoxtant drugs. 

The guide for dosage is as follows : — If the dose suitable for 
an adult twenty years of age be taken as the unit, then the 
average dose suitable for an infant under i year will be i-i8th 

to X-X2th. 

That for a child i to 2 years old will be i-i2th to >i 
» ^ » 4 >» /5 

>i 4 » 7 »> ]% 

.) 10 „ 15 „ ?4 to ^ 

Oi course the precautions needed in prescribing particular drugs, 
such as opium, are given more fully in each individual case. A 
''Therapeutical Index" is added, in which the drugs most 
suitable for each disease are enumerated under the latter 
headings arranged alphabetically. 

The book deals with a difficult branch of therapeutics, and 
should be found useful for reference. 



A CLINICAL TEXT-BOOK OF SURGICAL DIAGNOSIS 
AND TREATMENT.* 

The author states in his preface that his chief aim in writing 
this book has been to enable the practitioner, in dealing with a 
surgical case, to answer the two questions, " What is the disease 
or injury?" and "What is the proper treatment?" Conse- 
quently he enters hardly at all into such subjects as pathology, 
morbid anatomy, and bacteriology. The work must have 

* A Clinical Text-Book of Surgical Diagnosis and Treatment for Prac- 
titioners and Students of Surgery and Medicine. By J. W. Macdonald, M.D., 
Professor of the Practice of Surgery and of Clinical Surgery in Hamline 
University, Mineapolis, etc. Pages 798, with 328 illustrations. London : 
The Rebman Publishing Company Limited. 1898. 
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involved an enormous amount of labour and, on the whole, we 
must say has been well done. Not only are good clear accounts 
of clinical signs and symptoms given, but excellent directions 
are given on that all important part of surgical work — ^methods 
of examination. The sections on treatment are sound and 
sufficiently full, and they have this advantage, that the author 
does not describe half-a-dozen different methods of treatment 
and then leave the reader to choose between them, but gives 
his personal advice and experience, while at the same time he 
does not hesitate to give quotations from other books. 

At intervals through the work Dr. Macdonald says a little 
about pathology and morbid anatomy, and here certainly excep- 
tion must be taken to some of his statements ; for instance, he 
certainly leads the reader to understand that atheroma and 
primary calcification of the arteries are one and the same thing. 
Again he speaks of the existence of scirrhus of the rectum, and 
describes how it is to be diagnosed from epithelioma of the 
same part, apparently ignoring the fact that it is extremely 
doubtful, to say the least, if scirrhus cancer is ever found in the 
intestine. 

Despite one or two points ot this kind, the author seems to 
us to have fulfilled his object, namely to write a thoroughly 
practical book, which, we should think, will be especially useful 
to the practitioner who is not constantly being brought into 
contact with surgical cases. 



SURGICAL TECHNICS IN HOSPITAL PRACTICE* 

This is a small book of 130 pages, intended for use as a hand- 
book for house surgeons and dressers. Its aim is not that of 
most surgical handbooks : namely the teaching of bandaging and 
minor surgery, but rather the laying down in plain language as 
to how the generally accepted principles of asepsis and surgical 

* Surgical Technics in Hospital Practice. By K. W. Monsarratt, M.B., 
F.R,C.S.E., Assistant Surgeon to the Liverpool Cancer Hospital. Bristol : 
John Wright and Co. 1898. 
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cleanliness are to be practically carried out. The opening 
chapter gives excellent advice on personal asepsis, a point far 
too often neglected by house surgeons, some of whom seem Xq 
have an innate tendency to wear their very oldest coat while 
doing their ward dressings, and to think that the more wool and 
dirt there is adherent to the coat the more hard work they are 
doing. Tlien follow chapters on the preparation of patients for 
operation, and on the arrangements in the operating theatre. 
We are glad to see stress laid on such a point as the importance 
of extracting decayed stumps before operations on the mouth. 

Particularly helpful to the recently appointed house surgeon 
will be found the section on the after treatment of operation 
cases, more especially as regards such questions as shock, 
excessive vomiting, etc. There is only one point in the book 
to which we feel inclined to take exception, and that is the 
direction given to render silk ligatures aseptic, namely, to boil 
them for ten minutes in soda solution. This solution rots silk, 
which ought to be boiled in plain water for an hour. 

On the whole we have no hesitation in saying that this is a 
book which should be read and thought over by every house 
surgeon, dresser, and nurse 



THE AMERICAN YEAR-BOOK OF MEDICINE 
AND SURGERY.* 

Dr. Gould's Year-Book of Medicine and Surgery is one of the 
very best of these most useful publications. The records of the 
year's advances in the several departments of medical science 
are in most cases made by writers of recognised authority, and 
we note that the element of criticism, though given but a 
subordinate place, is not wanting. The scope of the work is 
such as to enable it to include whatever work of importance has 
been accomplished in the year ; and in our opinion such a book 

♦The American Year-Book of Medicine and Surgery, Under the 
general editoral charge of George M. Gould, M.D. London : The Rebman 
Publishing Company, Limited Philadelphia : W. B. Saunders. 1898. 
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is of but little value unless, like that which lies before us, it is 
of such magnitude as to be a complete, rather than a selective 
record of medical observation. In this case it would be a very 
hard matter, as far as we can ascertain, to point out much work 
of any pretence to value which has failed to receive due 
recognition. We are glad that the book has been, as it certainly 
ought to be, widely appreciated. 



MEDICAL DIAGNOSIS.* 

This work, which has now gone through four editions, is too 
well known to call for much comment, as it has justly established 
its reputation as a correct manual of physical examination. The 
student of medicine will find it very satisfactory in learning his 
case-taking. This edition is considerably improved by the 
incorporation of several very valuable illustrations, especially 
those referring to the distribution and course of the optic fibres. 
Oh the other hand, we think that the account of the examination 
of the gastric contents might have been somewhat fuller, as this 
subject has come into such general use of late that even the 
ordinary student of clinical medicine is expected to show some 
knowledge of it. 



TRANSACTIONS OF THE DERMATOLOGICAL 
SOCIETY OF GREAT BRITAIN & IRELAND. Vol. hi. 

This volume contains several important contributions to der- 
matology, among which are a kind of oriental sore by Dr. 
Abraham, Yaws in India, by Mr. Arthur Powell, cutaneous 
myiasis, by Dr. Abraham, besides short notices of a large variety 
ot skin diseases exhibited at the Society during the year. This 
volume, like its predecessors, is an important record of British 
dermatology. 

* Medical Diagnosis. By Graham Brown. Fourth Edition. 
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THE NEW PHARMACOPCEIA. 

We have received annotations on the new British Pharmacopoeia 
from Messrs T. and W. and W. Southall and Mr. Thomas Chase, 
both of which contain a useful and concise account of the 
changes which have been introduced. , Especially valuable also 
is the Synopsis which has been compiled by Mr. H. Whippell 
Gadd and published by Messrs Bailli^re, Tindall and Cox, and 
which, in addition to an account of the alterations, contains 
also a tabular statement of the composition and the imperial and 
metric dosage of every drug and compound in the Pharmacopoeia. 
This little book is the more useful in that it can be easily 
carried in the waistcoat pocket. 



#teiD BooitB, etc., iElecetbeli. 

A Synopsis of the British Pharmacopoeia 1S98. Compiled by H. Whippell 
Gadd. London : Bailli^re, Tindall and Cox. 1898. 

Nouvelle Operation Ost^oplastique dans la Region Tibio-Tarsienne. Par 
le Prof. Dr. Z. Sameirbscu, Directeur du Laboratoire de chirurgie 
op^ratoire et d'anatomie topographique de la Faculty de M^ecine de 

Nouvelle Operation Ost^oplastique dans la R^ion Tibio-Tarsienne (modi- 
fication de Top^ration Pasquier— Le-Fort). Par le Prof. Dr. Z. Sam- 
PIRBSCU et le Dr. H. Solomovicl 

Rheumatoid Arthritis, its Pathology, Morbid Anatomy, and Treatment. By 
Gilbert A. Bannatyne. M.D. Glas., M.R.C.P. Ed., Hon. Physician 
to the Royal United Hospital, and to the Royal Mineral Water Hospital, 
Bath. Second Edition. Bristol : John Wright and Co. London : Simpkin, 
Marshall, Hamilton, Kent and Co. Ltd. 1898. 

B. Br&dshaw*s Dictionary of Bathing Places, Climatic Health Resorts, 
Mineral Waters, Sea Baths, and Hydropathic Establishments. London : 
Kegan Paul Trench, Triibner and Co. Ltd. 

A System of Medicine. By Many Writers. Edited by Thomas Clifford 
Allbutt, M.A., M.D., LL.D., F.R.C.P.. F.R.S., F.L.S.,F.S.A., Regius 
Professor of Physic in the University of Cambridge, Fellow of Gonville 
and Caius College. Vol. iT. London : Macmillan and Co. Ltd. 1898. 

Year- Book of the Scientific and Learned Societies of Great Britain and 
Ireland. Fifteenth Annual Issue. London : Charles Griffin and Com- 
pany Limited. 1898. 

Text- Book of Diseases of the Kidney and Genito-urinary Organs. By 
Professor Dr. Paul Furbringkr, Director of the Friedrichshain Hos- 
pital. Berlin, etc. Translated from the German with Annotations, by 
W. H. Gilbert, M.D., Physician in Baden-Baden, etc. Vol ii. London : 
H. K. Lewis. 1898. 

Medical and Surgical Report of the Presbyterian Hospital m the City of 
New York. Vol. iii., January i8q8. Edited by Andrew J. McCosH, 
M.D., and Walter B. James. M.D. New York: Trow Directory 
Printing and Bookbinding Company. 
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An American Text- Book of Genito-urinaiy Diseases, Syphilis, and Diseases 
of the Skin. Edited by L. Bolton Bangs, M.D., Consulting Surgeon 
to St. Luke*s Hospital and the City Hospital, New York, and to the 
Methodist Episcopal Hospital, Brooklyn, etc. ; and W. A. Hard.* way, 
A.M.,M.D., Professor of Diseases of the Skin and Syphilis in the 
Missouri Medical College, St. Louis, etc. London : The Rebman 
Publishing Company Ltd. Philadelphia : W. B. Saunders. 1898. 

Burdett's Hospitals and Charities, 1898. By SiB Henry Burdett, K.C.B. 
London : The Scientific Press Ltd 

Neurotic Eczema. By L. Duncan Bulkley, A.M., M.D., Physician to 
the New York Skin. and Cancer Hospital, Dermatologist to the Randall's 
Island Hospital, Consulting Physician to the New York Hospital, etc. 

Baby Feeding, or How to Rear Healthy Children. Advice to Mothers on 
the Rearing and Management of Children. By A Doctor. Bristol : 
John Wright and Co. London : Simpkin, Marshall, Hamilton, Kent, 
and Co. Ltd. 1898. 

Zur Behandlung des Pyothorax. Von Prof. Dr. Carl Beck. New York. 

Notes on Malaria in Connection with Meteorological Conditions at Sierra 
Leone. By Surgeon-Major E. M. Wilson, C.M.G. Lately Senior 
Medical Officer at Sierra Leone. Second Edition. London : H. K. 
Lewis. 

The Edinburgh Medical Journal. Edited by G. A. Gibson, M.D, 
F.R.C.P. Ed. New Series, Vol. iii. Edinburgh and London : Young 
J. Pentland. 1898. ^ 

The Extra Pharmacopoeia. Revised in Accordance with the British Phar- 
macopoeia, 1898. By William Martindale, F.L.S., F.C.S., Member 
of Council of the Pharmaceutical Society, and late Examiner. Sero- 
therapy, Organotherapy, Medical References, and a Therapeutic Index, 
by W. Wynn Westcott, M.B. Lond., H.M's. Coroner for North-east 
London. Ninth Edition. London : H. K. Lewis. 1898. 
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ORIGINAL COMMUNICATIONS. 



INGI.EBY LECTURES FOR 1898. 
EXTRA-UTERINE PREGNANCY. 

BY JOHN W TAVLOR, F R.C.S. KNG. 

Lecture IL 
i. tubo-abdominal pregnancy (syn., abdominal or 

VENTRAL pregnancy). 

(Continued from page 28.) 

The lower pole of the pregnancy does not always take the 
form described in the case I have just reported and depicted in 
the illustration. In a case on which I operated at term, both 
mother and child surviving, the amniotic sac stopped short at 
the placental insertion as in normal intra-uterine pregnancy, and 
the raw under-surface of the placenta had extended or grown 
beyond its tubal site and was attached to the posterior surface 
of the uterus, the sigmoid flexure and the pelvic wall as well as 
to the tube. But though I failed to fully understand it at the 
time I am now quite satisfied that the pathological relations of 
the foetus were exactly similar to those I have described as 
present in the preceding case. The ragged margin of the amnion 
in this case may still be seen attached to the placenta, and the 
rest of the sac was probably continued as a transparent covering 
or sheath over the small intestines and the under surface of the 
great omentum around the space from which I removed the 
E 
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child. The conditions met with in this case are diagrammatically 
represented in Fig. 20. The salient features which separate it 




Fig. 20. 

from the preceding case will be recognised at once on comparing 
the accompanying diagrams. 

There are two other conditions under which the placenta may 
be found in advanced abdominal pregnancy. In the first the 
tube, although excessively expanded, may retain its individuality 
and the placenta be found still lying within it. In one case of 
this kind, the case of Dr. Halliday Croom, minutely examined 
and described by Clarence Webster, he states, " A large, well- 
formed, recently dead foetus was removed from a sac which 
extended nearly up to the liver and which had in the lower part 
of the abdomen a thick anterior wall. There was an excessive 
amount of amniotic fluid. The uterus was enlarged, elevated, 
and drawn towards the right side. The placenta was in a sepa- 
rate sac to the left side of the pelvis — a thick discoid mass 
extending two inches above the brim. The gestation-sac was 
double, one containing the foetus, the other the placenta. The 
former was that part of the peritoneal cavity behind the stomach, 
transverse colon, and great omentum ; the latter consisted of the 
enormously dilated Fallopian tube lying in front of the uterus 
and extending vertically from the utero-vesical pouch to the 
fourth lumbar vertebra. Though quite distinct from one another 
they were connected by means of the umbilical cord and 
amnion; this membrane lined the secondary (peritoneal) sac 
and passed into the substance of the primary (tubal) sac." 
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Another case yery similar to thfs was reported by Mr. Tait to 
the Obstetrical Society in 1892 under the title of "A Case of 
Ectopic Pregnancy in which the Foetus seems to have been 
Developed to the Full Time in the Peritoneal Cavity, still 
retaining its Amniotic Covering.*' In the report of this case we 
read: "The child was lying loose in the abdominal cavity 
except that all its upper surface had become adherent to the 
omentum and to the anterior parietal peritoneum. The child 
was still enclosed in its membranes, but the liquor amnii had 
entirely disappeared. The umbilical cord went straight down 
to a round, smooth, globular mass about the size of a cocoa- 
nut, which occupied the pelvic cavity and was adherent to the 
surrounding tissues. The question of the removal of the pla 
centa, which this substance really was, occupied my mind for a 
few seconds. On making tentative efforts to separate the globular 
mass I found that it peeled out with considerable ease, much as 
a broad ligament cyst would, and after it was separated down to 
a pedicle which was the cornu of the uterus, it became perfectly 
evident that the globular mass was the right Fallopian tube." 
Following the graphic method previously employed to illustrate 
the relations of the placenta this form may be diagrammatically 
represented as in the accompanying illustration (Fig. 21). 




U 
Fig. 21. 

Finally, there is one specimen which shows that the abdomi- 
nal position of the foetus may be associated with an intra-liga- 
mentary placenta. For a long time I failed to find any certain 
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evidence that advanced abdominal pregnancy was ever the 
outcome or sequel of secondary rupture from the broad liga- 
ment into the abdomen. But in examining the various speci- 
mens to be met with in London I came across a most valuable 
one in the St, Thomas's Hospital Museum (No. 2491) which 
shows that this is a possible, though, I believe, a very rare, 
occurrence. The accompanying illustration (Fig. 22) is a draw- 
ing of my own made directly from the specimen itself. There 




Fig. 22. 

is a large sac formed by the left broad ligament on one side of 
the uterus — the uterus, indeed, forms a kind of appendage to its 
wall — the left Fallopian tube courses over its summit and directly 
underneath this lies the attachment of the placenta. On the 
outer side of the sac is a rather large lacerated opening through 
which the foetus passed into the abdominal cavity. The speci- 
men is said to be taken from a woman who died at the full 
period of gestation. Although the sac is a large one it is scarcely 
of sufficient size to have contained a full-time foetus, and there- 
fore it is at all events highly probable that in the later months 
of pregnancy the foetus surrounded by its amnion was strictly 
abdominal in position as in the other cases I have been 
describing. If so, we have a fourth position of the placenta in 
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abdominal pregnancy. Strictly speaking this is "tubo-liga- 
mentary-abdominal," and perhaps should be more correctly 
described under the next division of my subject, but it is more 
convenient to take its consideration here. Incidentally, it is 
worthy of notice what a very marked and unmistakeable liga- 
mentary sac is to be found when the foetus has really become 
abdominal, after passing through an intra-ligamentary stage in 
its development. 

The accompanying illustration (Fig. 23), the last of the 
present series, will bring the preceding case in line with the 
others Ihave mentioned. 

There are accordingly four different relations of the placenta 
to the main gestation-sac in abdominal pregnancy which need 
some differentiation. In the first group of cases the placenta is 
practically within the main gestation-sac and covered by 
reflexions of the amnion. In the second it has a foetal and 
maternal surface of nearly equal dimensions as in normal preg- 
nancy, the foetal surface being covered by the amnion and in 
immediate relation to the sac, while the maternal surface is 
growing from the spread out remnants of the tube and from the 
peri-tubal tissues also, the back of the uterus, the broad ligament 




Fig- 23. 

and the pelvic wall being favourite sites for such extensions of 
attachment. In the third, the placenta remains within the tube, 
the tube is still recognisable and the maternal attachments are 
confined to the tube itself. In this case there may be a double 
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gestation-sac, the one containing the foetus, the other the 
placenta. In the fourth the placenta is attached to tbe upper 
wall of a broad ligament-sac outside the peritoneum, and the 
cord passes to the child through a hole in the ligament 

Before I leave this portion of my subject 1 want to finally 
enforce the point that these illustrations showing the different 
positions of the placenta in tu bo-abdominal pregnancy are no 
mere imaginative figures showing simply possible relations ot 
the pregnancy to surrounding structures. They are records of 
facts carefully observed, and are each and all supported by 
extant specimens still available more or less for individual 
inspection and verification. 

The sac in abdominal pregnancy evidently varies greatly in 
appearance and consistency. In many of the recorded cases it 
can hardly have consisted of anything more than the amniotic 
membrane. This has become attached to the peritoneum, " its 
epithelial lining becoming destroyed and its sub-epithelial layer 
(in some places) becoming dense and fibrous " (Webster). In 
other situations the sub-epithelial layer has been unaffected and 
the membrane is directly attached to the intestine or the abdo- 
minal viscera, is indistinguishable by sight from the proper 
peritoneal surface of such viscera, and only visible when 
reflected from one viscus to another as already described. The 
membranes are not, however, necessarily adherent in this way; 
sometimes they have a completely independent existence and 
probably all degrees are possible of partial peritoneal attachment. 
Sometimes their consistency and independence are such that 
they have been described as being extirpated (Tait) or sutured 
(Rosenmauer) at the operation for removal of the pregnancy. 
Cases so described are, however, sometimes open to the 
suspicion that an unrecognised broad ligament pregnancy has 
been mistaken for abdominal. In true tubo-abdominal preg- 
nancy the sac, consisting at the best of amnion and chorion, 
and often perhaps of an amniotic layer only, must, if indepen- 
dent, always be extremely thin and easily broken. If completely 
independent it may admit of removal with the child, but it is 
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extremely doubtful if it could ever possess sufficient independ- 
ence and consistency to admit of any independent suture. The 
relations of the placenta to the sac are of chief importance and 
will need some reconsideration under the heading of Treatment. 

The extra-uterine placenta at term is an object of considerable 
interest. Throughout the whole course of the pregnancy the 
placenta has marked the site of the original and main attach- 
ment of the pregnancy, and in its attachment has held, and still 
holds throughout, the key to much of its pathology and treat- 
ment. When the iufant has arrived at term the placenta has 
also reached its fullest development, and, so far as my experience 
goes, the extra-uterine placenta at term, though often deformed 
in shape, keeps close to the normal standard both in size and 
weight. The method by which it has attained this development 
outside of the uterus may well demand our attention. Mr. 
Sutton states : " The fully developed uterine placenta is com- 
posed of parts derived from the maternal and foetal tissues in 
nearly equal parts; a tubal placenta is mainly if not entirely 
derived from the foetal tissues." It is true that there is no clear 
evidence of a tubal decidua, but the placenta as it increases in 
size (like a new growth in its progress) absorbs, takes up, and 
metamorphoses into its own tissue that ot the Fallopian tube in 
which it was originally enclosed, and possibly the ovary of the 
same side also. In a considerable number of cases it is 
reported that neither ovary nor tube could be identified on the 
side of the pregnancy. So completely is this done that all 
traces of the tube may be lost at term or only the fimbriated 
end be found, as in the case I have described. When by the 
reflexion of the amnion this invasion of the placenta is limited 
to the tube and broad ligament only the matter is solely one of 
pathological importance ; when there is no such limitation the 
consequences may be serious. 

It will doubtless be noticed that what I have said regarding 
the pathology and operative history of tubo-abdominal preg- 
nancy appears to explain and confirm in some degree the 
observations of many of the older writers, and I am pleased to 
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be able in any way to re-established their credit and re-affirm in 
the main the correctness of their records. It is true that they 
considered that the peritoneum itself might discharge the 
functions of the foetal membranes (Parry, p. 135) and that the 
impregnated ovum might from the outset implant itself on the 
peritoneum and in both of these guesses after truth they were 
mistaken. It is true also that in the abdominal or ** ventral " 
pregnancy they thought they saw the child floating freely among 
the intestines within the peritoneal cavity, and did not dream 
of the almost invisible sheath of the adhering amnion which 
formed a sac to the pregnancy, but in their observation of the 
fact that there was an extra-uterine pregnancy in which the 
child was abdominal or ventral in position, and in their opinion 
that this form of pregnancy deserved to be considered as a 
distinct and special variety of exta-uterine gestation they were 
perfectly justified and modern research tends only to confirm 
their view.* 



* Note on Utero-abdominal Pregnancy. — " Abdominal " pregnancy may 
be the consequence of invasion from the uterus as well as from the tube. 
An intra-uterine (normal) pregnancy, after rupture of the uterus, may 
extrude itself through the uterine rupture, and the foetus, enclosed in its 
amnion become ** abdominal" or *' ventral" exactly as in tubo-abdominal 
pregnancy. In this case the placenta remains within the uterus, so that 
if this form of pregnancy be included in our consideration there is still yet 
another (fifth) position of the placenta that may be encountered in 
advanced abdominal gestation. Dr. Parry refers to three cases of this 
class— the case of Patuna (Helen Zopp), the case of Hey (1769), and that 
of Hofmeister (1829). 

The best recorded case is a recent one of Prof. Leopold's, and is published 
in the Archiv fur Geb. unci Gyn.j B. Hi., p. 376. The following abstract is 
taken from the Epitome of Current Medical Literature in the British 
Medical Journal for June 5th, 1897: — 

** ABDOMINAL GESTATION COMPLETED TO TERM AFTER RUPTURE 
OF THE UTERUS. 

Leopold (^Arch, f. Geb. u. Gyn.^ Hi., p. 376) relates that a woman, aged 
42, ruptured her uterus in her twelfth pregnancy two or three weeks before 
quickening by falling down some cellar stairs and alighting heavily on her 
sacrum and nates. She had no haemorrhage or abdominal inflammation, and 
soon recovered ; but from the time the child's movements began they caused 
such severe abdominal pain as to keep her almost completely bedridden. 
About three weeks before the end of her term the movements ceased, she 
suffered from feelings of coldness and heat, headache, and great discomfort ; 
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2. TUBO-LIGAMENTARY PREGNANCY (SYN., BROAD LIGAMENT 
PREGNANCY.) 

A growing pregnancy situated in the middle of the Fallopian 
tube as it expands the tube, instead of thinning and bursting 
the upper part of the tube, may separate the layers of the 
mesosalpinx. The space between these layers, which in the 
normal state is non-existent or represented by the merest line, 
becomes under these conditions a space of considerable extent. 
An increasing amount of the circumference of the tube is 
accordingly separated from its peritoneal covering and exposed 
to loose connective tissue only. As the tube expands still 
further it is only reasonable that it should occasionally give way 

there was no discharge of blood or decidua. On admission the case was 
diagnosed as a left-sided extra-uterine pregnancy, with a mature foetus dead 
about three weeks. On laparotomy the child was found in a delicate sac, 
and when it was extracted by the head, the pelvis and feet, which lay near 
the pancreas, were followed by a coil of small intestine, with which they must 
have been in direct contact. The cord passed into the uterus through a per- 
pendicular slit, about 2 cm. long, behind the right broad ligament. The 
uterus was removed with the placenta, the stump secured in the abdominal 
wound, and gauze drains placed in the foetal cavity and pelvis. She left the 
hospital on the forty-fourth day in excellent condition. Leopold gives 
microscopical and macroscopical details (two plates), and concludes that the 
uterine tissue had suffered from the numerous pregnancies and labours, in the 
last three of which the placenta had had to be removed by hand ; that the 
rupture was caused by the posterior surface coming into violent contact with 
the promontory of the sacrum, and could not have occurred before the seven- 
teenth week, as the reflexa was everywhere in contact with the uterine wall ; 
that as the placenta remained in situ there could have been no sudden 
escape of the waters, the membranes could not have given way at first, but 
must have protruded through the gap in the uterus, and been followed by 
the child's feet and a great portion of the cord ; and that the extrusion of 
the child must have been gradual. The child, a boy 50 cm. in length, and 
weighing 2,720 g., was covered with vernix caseosa, and somewhat mace- 
rated ; the total length of the cord (49 cm.) corresponded to maturity. The 
posterior wall of the uterus, very much thinned, showed a cicatrix 6 cm. 
across and 2 mm. thick, in the centre of which was the opening. A sound 
passed freely into the uterus all round the cord except at the lower side. 
where there were some fine adhesions ; there was a supplementary 
placenta." 

The diagram used to illustrate the intra-ligamentary position of the 
placenta (" tubo-ligamentary-abdominal ") may also be taken as representing 
a utero-abdominal pregnancy, the uterus being enlarged and retaining its 
placenta. 
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in this direction and that the foetus- should be extruded into the 
connective tissue space below the peritoneum. This is, indeed, 
exactly what happens in "broad ligament pregnancy." The 
rupture of the tube and extrusion of the pregnancy into the 
broad ligament is usually accompanied by considerable haemor- 
rhage, which still further distends the space beneath the peri- 
toneum and between its layers. An extra-peritoneal haematocele 
or broad ligament hsematoma is the result, and in some cases 
the pressure and disturbance caused by this is sufficient to stop 
the progress of the misplaced pregnancy. When this is the 
case the haemorrhage is slowly absorbed arid if the pregnancy 
be early and abortive it undergoes absorption also. 

Broad ligament hgematoma is of rather frequent occurrence 
as a sequel to any operation involving ligature of the broad 
ligament, and the hsematoma is apt to occur at the first men- 
strual period subsequently to the operation. Every surgeon 
who practises operative gynaecology must accordingly be well 
acquainted with its leading features. It arises suddenly as a 
tumour or infiltration on one side of the uterus, it roofs the 
lateral vaginal fornix with a boggy or hard immoveable cement 
of blood-clot, and gradually extends upwards towards the groin 
of the affected side at Poupart's ligament. Sometimes its pro- 
longations below are ill defined and difficult to trace, at other 
times the tumour is defined and its border is abrupt. When 
the haemorrhage is extensive and on the left side ii may encircle 
and block the rectum, as Mr. Tait has shown. At other times, 
by burrowing in front of the rectum low down in the pouch of 
Douglas (as shown in the accompanying illustration taken from 
the work of Dr. Hart and Mr. Carter), it may produce a well- 
defined tumour behind the uterus that closely simulate the 
intra-peritoneal swelling of a distended and adherent tube. 
(Fig. 24). It always causes considerable pain (pain preventing 
sleep) and is frequently accompanied by transient fever. Broad 
ligament haematoma is often confounded with cellulitis and the 
differential diagnosis is sometimes very difficult. The bare 
physical signs in both conditions may be identical. Besides 
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being a rather frequent operation sequel, haematoma of the 
broad ligament is occasionally met with after labour and abortion, 
and in connection with menstrual irregularity and arrest when 
no pregnancy exists. Other cases are due to the intra-ligament- 




Fig. 24. 
ary rupture of a tubal pregnancy, as already explained, but 
these are by no means so frequent as some writers would lead 
us to suppose. In this respect extra-peritoneal haematocele 
(broad ligament haematoma) may be said to conti-ast with intra- 
peritoneal haematocele. Intra-peritoneal haematocele in women 
is almost always due to tubal pregnancy; haematoma of the 
broad ligament, on the other hand, is only in the minority of 
cases due to this condition. When the pregnant tube ruptures 
into the broad ligament the haemorrhage may be limited or 
small in amount and the placental attachment may be undis- 
turbed. If so, the tube retains its relation and attachment to 
the placenta while the foetus (instead of escaping upwards as in 
abdominal pregnancy) escapes downwards between the layers 
of the broad ligament and undergoes its further development 
beneath the peritoneum. 

Let us take an actual example of this accident and study it 
more closely. There is a remarkable specimen in Mason 
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College Museum given by Mr. Hancox which beautifully shows 
the condition of a broad ligament pregnancy of four months' 
growth, and is well adapted for our purpose. On the right side 
of the uterus in the illustration (Fig. 25) the fimbriated end of 




Fig. 25. 

the Fallopian tube is plainly seen resting upon the roof of a 
large excavated chamber formed by the upraised layers of the 
distended broad ligament. If we trace the tube from the fim- 
briated end towards the uterus we find that it is soon lost in the 
expanded roof of the broad ligament chamber. The tube as a 
tube exists no longer. Its middle third is ruptured and spread 
out and forms the immediate vault of the pregnancy beneath the 
peritoneum. It is only with dfficulty that we can rediscover 
some trace of its independent existence on the iurther side of 
the broad ligament tumour before it enters the uterus. The 
foetus has escaped from its cavernous bed by secondary rupture 
and is now lying outside the broad ligament. It is still, how- 
ever, connected by the cord, and if we could trace this upward 
to its termination we should find the placenta attached to the 
roof and lateral wall of the cavity in the broad ligament, and 
plainly situated above the original position of the foetus which 
has escaped from it. Note that the placenta is uppermost. The 
course of events has been as follows : the impregnated ovum 
was arrested in the tube ; where it was arrested it adhered and 
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vital attachment took place. At the point of attachment the 
placenta was formed and no subsequent growth of the pregnancy 
has separated this attachment. The tube, instead of rupturing 
upwards into the abdomen, has ruptured downwards into the 
broad ligament. Into this space the foetus has been driven and 
over the buried foetus the placenta is fixed and blocks any 
upward progress. What is the inevitable consequence ? If the 
pregnancy continues to develop either secondary rupture must 
occur or the peritoneum be continually displaced to make room 
for the' growing foetus. In this instance the case has ended by 
secondary rupture and the patient has evidently died from 
haemorrhage or we should not have such a specimen before us. 

Let us now turn to Dr. Berry Hart's and Mr. Cartel's sagittal 
section of a broad ligament, pregnancy at nearly the same period 
of growth. (Fig. 26.) Here we may see an exactly similar 




Fig. 26. 

condition beautifully portrayed in section. Mark at the highest 
point the "top of the distended broad ligament and tube"; 
below this, intimately attached and inseparable from the tube, 
the mass of the placenta, and again below this, crowded and 
buried in the lowest part of the pelvis, the unfortunate foetus. 
Illustrations intended to show in section the peritoneal reflexions 
are sometimes confusing and difficult to understand, but this is 
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exceedingly simple and intelligible. The pelvic peritoneum is 
lifted by the growth of the pregnancy until it is no longer pelvic, 
or only slightly so. Its reflexions before and behind are shallow 
depressions only, and the arch of it runs across from the pro- 
montory of the sacrum to the pubes. In this instance, too, the 
case ended by secondary rupture and the patient died from 
haemorrhage, though an attempt was made to save her by 
exploratory incision. Some of the clinical and operative 
features of a case at this stage may be gathered from the 
following example ; — 

Mrs. G., aged 31 years, had been married for three years. 
She miscarried in April, 1891, and in February, 1892 (at twelve 
weeks). She menstruated regularly from this date until July, 
1892, the last normal p)eriod being at the end of this month. 
Amenorrhoea followed, continued for nearly eight weeks, and 
was again succeeded by irregular vaginal loss for some two 
weeks before I saw her on October loth. The patient gave the 
history of a sudden attack of pain three weeks before on 
returning from church in the evening, violent abdominal pain 
and vomiting being the chief symptoms. This pain was 
repeated on the following Thursday and Saturday, and to a less 
extent twice during the week that had just passed. On 
examination I found the abdomen slightly distended and a hard 
tumour to the right of the middle line above the pubes. The 
uterus was of normal size, pushed to the left and fixed there. 
A pelvic mass to the right of the uterus was felt to be one with 
the supra-pubic swelling and only slightly movable together 
with the uterus. The pouch of Douglas was moderately dis- 
tended with fluid. The patient was feeble; the temperature 
on the evening of the 9th had been 100^ F., and the pulse had 
been 120. The diagnosis was made of intra-peritoneal haemato- 
cele and free blood in the pouch of Douglas due to the rupture 
of an extra-uterine pregnancy. Operation was performed on 
the morning of October nth, 1892. There were present Dr. 
Leslie Phillips (who assisted me), Dr. Edge, Dr. De la Ch^rois, 
Dr. Williams, and Dr. Addenbrooke. Free fluid blood welled 
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out on opening the abdomen. A ruptured pregnancy was found 
in the right broad ligament filling up the right side of the pelvis. 
The haemorrhage from this (into the abdomen) had been partly 
confined by adherent, inflamed, and greatly thickened intestine. 
On separating this the outer coat of the bowel was at one part 
slightly torn, and this was sutured with a continuous Lembert 
suture. A large mole of pregnancy was removed from the right 
side of the pelvis and the blood and blood-clot thoroughly 
washed out with warm water. No pedicle offered itself for 
ligation, as the pregnancy had been subperitoneal. The pelvis 
was drained. At the close of the operation, although very little 
blood was coming through the drainage tube, the patient's 
condition was very serious. The pulse was 156. Nutrient 
enemata were ordered to be given every four hours. In the 
evening the pulse was still 156. On the morning of the 12th 
the pulse was 148; at 6 p.m. it was again 156. On the 
morning of the T3th the pulse was 144. At 4 p.m. on this day 
the bowels were moved, and the pulse fell to 129 at night. 
From this date recovery, although slow, was uninterrupted. 

In abdominal disease a persistently high pulse-rate is more 
than anything else the gauge of the severity of the patient's 
condition. It is worthy of notice that the severity of this case 
was as marked as it could possibly be compatible with final 
recovery. These cases of bioad ligament pregnancy with 
secondary rupture are always serious. Before operation they 
cannot be differentiated from .the cases of later rupture of the 
tube already considered, but at operation in the more common 
tubo-abdominal rupture the haemorrhage can be at once arrested 
by ligature of the broad ligament and removal of the tube. In 
the broad ligament pregnancy with secondary rupture the case 
is different — there is nothing definite to tie unless one ligates 
special vessels, the operation takes longer, the surgeon has 
to trust to pressure and drainage, and the final result is 
correspondingly less satisfactory and certain. 

The tubo ligamentary or broad ligament pregnancy may go 
on to term, and in its full development and during the stages 
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by which it reaches that development it differs very materially 
from the tubo-abdominal or ventral pregnancy and will need 
further consideration from almost every standpoint In tubo- 
abdominal pregnancy, if the patient survive the foutih month 
and the dangers incidental to the extrusion of the foetus from 
the tube, she is free from further dangerous complications until 
the term of pregnancy is near its completion. In the tubo- 
ligamentary, on the other hand, owing to tlie higher position of 
the placenta and its liability to detachment from the growth of 
the pregnancy, the patient is never free from danger, and 
although many cases of this kind go on to term secondary 
rupture and fatal haemorrhage are by no means uncommon or 
impossible at almost any stage of the development. In both 
varieties the period of the third or fourth month is a specially 
dangerous one, because up to this time the pregnancy has 
received the support and shelter of the pelvis. When the 
pregnancy rises out of the pelvis into the abdomen the pro- 
tection afforded by this is lost, and in the broad ligament form 
the gradual elevation of the placenta brings an additional source 
of danger. 

If we look at the specimens and illustrations already taken as 
typical of tubo-ligamentary pregnancy in its earlier stages, it 
appears as if the peritoneum had been equally separated in 
all directions by the growing pregnancy, and certainly in Dr. 
Hart's and Mr. Carter's case of mid-term pregnancy the perfect 
arch of peritoneum (seen in section) with a sulcus of equal 
depth behind and in front marks the case as one in which the 
pregnancy has been up to this point peculiarly symmetrical in 
its growth and in its displacement of the peritoneum. But it is 
not always so. Earlier or later in the history of most tubo- 
ligamenlary pregnancies the tumour tends to invade or displace 
the layers of the broad ligament and the peritoneum continuous 
with these unequally. Sometimes it is the anterior fold of 
peritoneum which suffers the more displacement, and owing to 
the work of Dr Berry Hart and Mr. Carter these arj the cases 
which are at present more recognised and better understood. 
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The peritoneum is raised from the back, side, and front of the 
uterus, it is entirely lifted away from the bladder, it is raised 
from the anterior and lateral abdominal wall, and in this way a 
good portion of the pregnancy comes to lie in front of the 
peritoneum. The pregnancy becomes in some places "sub- 
peritoneal,'^ according to common anatomical language, and 
may possibly be opened from the outside of the abdomen 
without the necessity of incising the peritoneum anywhere. 
The pregnancy is at first " sub-peritoneo-pelvic," and after- 
wards (if it continues to grow) " sub-peritoneo-abdominal." 
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Fig. 27. 



Fig. 28. 
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Fig. 29. 
It cannot be adequately represented by any mere diagram- 
matic figure, as the tracing of the actual displacement of 
peritoneum is intricate and must obviously show considerable 
variations in individual cases. If, however, we take a 
F 
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sagittal section of the normal abdominal peritoneum to 
be roughly represented by the accompanying illustration 
(Fig. 27), and if we take the changes produced by a normal 
(uterine) pregnancy to be represented by Fig. 28, the main or 
essential change produced in it by the growth of this form of 
tubo-ligamentary pregnancy may be approximately depicted by 
the following alteration (Fig. 29), Now if this diagram be com- 
pared with the actual condition found in a case of advanced 
sub-peritoneo-abdominal gestation, as represented in the frozen 
section illustration, which by the kindness of Dr. Hart I am 
permitted to reproduce (Fig. 30), it will at once be evident that 




SilMf'taK*i»^^ 



Fig. 30. 

in both the posterior layer of peritoneum is unchanged and that 
it can be traced uninterruptedly right down to the bottom of the 
pouch of Douglas. It is altogether anterior to this where the 
displacement of peritoneum has occurred, and although in the 
frozen section plate this displacement is seen to be complicated 
by the retention or "survival" of the vesico-uterine fold 
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(apparentiy cut off from the rest of the peritoneum), yet the 
general trend of the displacement or lifting is exactly as shown 
in the illustration. The anterior part of the pregnancy is that 
more uncovered by peritoneum and might possibly be reached 
by the surgeon without its section. It is, of course, this form of 
pregnancy which since it was first fully described has been very 
generally accepted as accounting for all cases of advanced extra- 
uterine pregnancy. It is only right to mention that Dr. Berry 
Hart himself is in no way responsible for this, and that nothing 
he has written so far as I know affords any foundation for this 
teaching. 

As we have already seen, tu bo-abdominal or ventral pregnancy 
has quite another explanation and is practically distinct from the 
tubo-ligamentary variety from the moment that the foetus is 
extruded from the tube. Now, a considerable body of evidence 
has formed which tends to show that this sub-peritoneo- 
abdominal pregnancy which I have been describing is not only 
quite distinct from ventral pregnancy, but represents only a part, 
and that perhaps the smaller part, of the cases of true broad 
ligament pregnancy. For sometimes — and probably in the 
majority of cases — it is the posterior fold of peritoneum (and not 
the anterior) which undergoes the greater displacement, and 
then the condition found in advanced gestation is altogether 
different. The peritoneum is raised from the side and back of 
the uterus. It is raised from the pouch of Douglas and from 
the rectum, and lifted upwards from the posterior pelvic wall as 
far as the sacral prqmontory. This appears to mark the usual 
limit of displacement, and the peritoneum thus raised appears 
to be sufficient to satisfy the requirements of the growing preg- 
nancy to term. The anterior peritoneum is quite undisturbed, 
and an illustration approximately depicting the change in the 
peritoneal relations will have this outline (Fig. 31). On opening 
the abdomen at or beyond the full period of gestation the preg- 
nancy is seen to be everywhere covered by peritoneum much as 
the uterus is in normal pregnancy, and it is not until the hand is 
passed behind the sac of pregnancy that one realises that the 
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base of it fills the pelvis on the side from which it is springing, 
and that the peritoneum is reflected from above the pelvis 
directly on to the body of the pseudo-uterus. The real uterus 




iSrf: /^^ ^»^' 



Fig. SI. 

is found beneath the sac of pregnancy and pushed to the 
opposite side. This condition has been recognised for some 
years as occasionally met with by the surgeon when operating 
for the removal of an extra-uterine pregnancy at term, but the 
explanation of the method of its production was until quite 
recently imperfect or wanting. In 1892 I reported a case and 
described the condition, drawing especial attention to the intra- 
peritoneal nature of the gestation-sac as viewed from the front 
after abdominal section. I also drew attention to the breadth 
of its base and to the position of the uterus, and expressed my 
conviction that the gestation-sac in this variety of ectopic ges- 
tation was formed by a " local development of the Fallopian 
tube and broad ligament."* Absolutely' true as this opinion 
was, being practically a rough generalisation of the account I 
have now presented, there was not at this time sufficient evi- 
dence to warrant any detailed history of the local development 
or displacement of the broad ligament. My own case and 
others like it had ended favourably and, so far as I am aware, 
no full or post mortem investigation as to the exact relations of 
the sac had then been made. For more certain knowledge we 

* British Gynaecological Journal, August, 1892. 



Digitized by 



Google 



tnglehy Lecture, 85 

are indebted to Dr, Dunning'st case, in which the sac of preg- 
nancy was enucleated from beneath the peritoneum and the 
relations of the peritoneum to the sac and the amount and 
character of its displacement admitted of demonstration. From 
the record of this case there can be but little doubt that Dr. 
Dunning is right in his contention that this form of pregnancy 
is produced in the first place by a retro-peritoneal invasion from 
the broad liganlent, and that the majority of tubo ligamentary 
pregnancies belong to this class or sub-division. My own case 
(already referred to) was as follows ; — 

Mrs. H. was a married woman, aged thirty-six years, the 
mother of three children, the youngest of whom was two years 
of age. The youngest was suckled for sixteen or seventeen 
months, menstruation recurring regularly during the greater part 
of the time. 'About one year ago the periods ceased, and 
although some hsemorrhagic discharge occasionally took place 
this was irregular and scanty. The abdomen soon began to 
swell and the patient supposed that she was pregnant, but she 
had never clearly felt any movements of the child. On Feb. 1 7th, 
1 891, I saw her in consultation with Dr. H. S. Cook and made 
the following note : " The patient is very emaciated, sallow, and 
anasmic. Her tongue is catarrhal and tremulous. Pulse 104 
(weak). She is feebly apprehensive, crying out at the thought 
of any disturbance of position or possible pain from palpation of 
the abdomen. She has been confined to her bed for more than 
two months with rigors, occasional fever (temperature 102° F.), 
frequent vomiting, and marked prostration. Examination 
(under anaesthesia) : the abdomen is enlarged and prominent, 
the enlargement being more marked upon the left side. The 
line of greatest girth measures 42^ in. The enlargement is 
caused by a firm, well defined swelling, dull on percussion and 
obscurely fluctuant to touch, which occupies about three-fourths 
of the superficial abdominal area. It is lateral in position, 
filling the whole of the left side of the abdomen below the 
umbilicus and extending over about two-thirds of the right half 

t American Journal of Obstetrics, July, 1897. 
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of the abdomen. The upper limit of the tumour is circular ox 
cresentic in outline, it crosses the middle line half-way between 
the umbilicus and ensiform cartilage and is continued downwards 
over the right half of the abdomen until lost to the right of the 
pubes. The tumour, sO far as it can be examined, forms a 
regular globe and is tenSe or resistant to touch' except over a 
limited area to the right of the umbilicus. Here a kind of bal- 
lottement or rather pressure through fluid to a more solid part 
beneath, can be distinctly made out; Per mginam the uterus can 
be felt enlarged, distinct from the tumour, and pushed to the left 
by it. The cervix is not developed as in the pregnant uterus. 
The sound passes to 5 in. A large rounded mass can be felt in 
the pouch of Douglas ; this appears to be the one with the 
abdominal tumour. Auscultation of the abdomen for any 
evidence of placental souffle or foetal heart- beat is negative. 
An alternative diagnosis is made of extra- uterine pregnancy 
with dead foetus or ovarian tumour." 

Operation was performed on Feb. 27th, 1891, when there 
were present Dr. Leslie Phillips (who assisted me) and Dr. 
Byron Robinson. I opened the abdomen over the area of 
least resistance already referred to, feeling assured that by so 
doing I should avoid the placenta. On dividing the parietal 
peritoneum, which was free from either displacement or 
adhesion, the wall of the tumour became visible, dark red. or 
almost purple in colour. The hand could be passed in front of 
the tumour on either side and down into the pelvis. Behind 
the tumour it was stopped at the sacral promontory, and the 
peritoneum appeared to be reflected from the spinal column 
upwards over the posterior surface of the tumour. I tapped the 
cyst with an ovariotomy trocar and evacuated several pints of 
dirty brown fluid. On opening the cyst a child was seen 
within it, dead and beginning to decompose. I removed it. 
The child was of full size, and with the exception of some 
unnatural enlargement of the head was otherwise well formed. 
It was of female sex and weighed 6^ lb. During the removal 
of the child the sac, which although thick was very brittle, tore 
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slightly in a dowQward direction, and I noticed that great care 
was necessary in dealing with it. The upper part was strictly 
intra-peritoneal and free from adhesions except some to the 
great omentum, which were easily separated. It appeared to 
spring from the pekis, having a very broad base with the uterus 
underneath it. Its interior was very foul, and after washing this 
out with boric acid solution I finished the operation by sewing 
the opening in the.sac to the abdominal incision. The placenta 
was not interfered with; The cord was left hanging out of the 
wound and the sac was drained. The placenta separated and 
came away about four weeks afterwards ; this took place without 
any constitutional disturbance. The patient made a perfect 
recovery, and has had a subsequent ]^>regnancy perfectly normal 
in every respect. 

Advanced tubo-ligamentary pregnancy must accordingly be 
divided into two sub-divisions or classes — (i) the anterior liga- 
mentary, sub-peritoneo-pelvic or sub-peritoneo-abdominal preg- 
nancy, and (2) the posterior-ligamentary or retro-peritoneal 
pregnancy. The first is established by post mortem proof and 
frozen sections, and does not admit of any doubt or question. 
The second rests mainly on operative evidence, but that evi- 
dence is confirmed by more than one operator, my own experi- 
ence being exactly similar to that of Dr. Dunning, and I have 
very little doubt that in time this will be supplemented by the 
confirmatory evidence of post mortem dissection. Indeed, I 
have considerable grounds for believing that such evidence is 
already to hand and may be recognised in quite an old 
acquaintance — viz , the frozen section of an extra-uterine preg- 
nancy, which is figured in Dr. Hart's and Dr. Barbour's Manual 
Q^Gynsecology (1883, p. 562-3). ^Fig. 32). In a recent visit 
to Edinburgh, when looking over the preparations belonging to 
Dr. Hart and Dr. Barbour, I was struck by the fact that in this 
section no trace of peritoneum could be found between the sac 
of pregnancy and the sacrum or rectum, and on more closely 
examining it with Dr. Barbour the condition found appeared to 
be consistent with the theory that the pregnancy had been tubo- 
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ligamentary, and that on the upper side of the section or the 
part removed the pregnancy had entirely lifted the peritoneunn 
away from the pouch of Douglas and the rectum, while in and 
beyond the level of the section some remains of the pouch of 
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Fig. 32. 
Douglas still existed in front of the pregnancy. The pregnancy 
itself was therefore strictly posterior-ligamentary or retro- 
peritoneal, and we have accordingly anatomical as well as 
surgical evidence of the existence of this as a special form of 
pregnancy, If we turn again to Fig. 22 we shall see, I think, 
that this must also have been an example of the posterior or 
retro-peritoneal form of broad ligament pregnancy. Although 
the bony pelvis is not present the position of the sac as regards 
the uterus and rectum appears to make any other interpretation 
quite impossible. 

There are two points worthy of further notice in the progress 
of a tubo-ligamentary pregnancy towards " term." The one 
relates to the development of the sac, the other to the position 
and integrity of the child and placenta. In the earlier months 
space for the growing pregnancy is gained (as we have seen) 
almost entirely by displacement of the peritoneum, and this 
may be continued more or less throughout the whole period of 
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gestation. In the later months another process of accommoda- 
tion takes place, and further space is obtained rather by develop- 
ment and extension or dilatation of the sac already formed than 
by further. invasion of subperitoneal tissues, so that at term, 
although the pregnancy is entirely outside the peritoneum, it is 
not much rnore so than when in uiero. For it must be remarked 
that every normal intra-uterine pregnancy is from the anatomical 
standpoint entirely superitoneal throughout, and yet the dis- 
tended uterus forms an intra-peritoneal tumour. Similarly, 
although the base of the broad ligament pregnancy is entirely 
below the peritoneum, in most cases the upper part of the sac is 
intra-peritoneal and forms a tumour of considerable size. This 
applies to both forms of tubo-ligamentary pregnancy, par- 
ticularly to the posterior or retro-peritoneal, where the sac of 
pregnancy forms a pseudo-uterus, which is almost entirely 
an intra-peritoneal tumour. To a less extent it may be seen 
in the sub-peritoneo-abdominal form also. If we turn again 
to the illustration (Fig. 30) of Dr. Beny Hart's and Mr. 
Carter's case of advanced tubo-ligamentary gestation, we find 
that the foetus is crowded down into the pelvis and mainly 
beneath the peritoneum, but the upper pole of the pregnancy 
containing the placenta reaches high into the abdomen and 
forms an intra-abdominal tumour covered by unbroken peri- 
toneum and very comparable to the tumour formed by a 
pregnant uterus at a similar period of gestation. 

With regard to the placenta, I have only to draw attention to 
my belief that its position is inseparably bound up with the 
position of the Fallopian tube and that its final resting-place is 
therefore also the final resting-place of the tube. In the large 
section of advanced pregnancy figured by Dr. Hart and Mr. 
Carter traces of muscle tissue probably belonging to the tube 
were found, as Dr. Hart has told me, at the very top of the 
gestation sac. And this section shows, I believe, the greatest 
displacement of the placenta on record. In my opinion the 
original relative positions of the child and placenta are fixed at 
the time of invasion of the broad ligament or abdomen. In 
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tubo-abdominal or ventral pregnancy the child is uppermost. 
In tubo-ligamentary or broad ligament pregnancy the child is 
undermost, its relative position to the placenta being fixed by 
the relative position of the tube to which the placenta is 
attached. If the relative position alters during the course of 
the pregnancy, as it evidently does to a considerable extent 
in the later stages of the posterior ligaraentary or retro-peritoneal 
form of tubo-ligamentary pregnancy, it is because the sac 
develops posteriorly to the tube and therefore affords room for 
the child to pass behind the placenta and so to attain a higher 
position. Similarly, in the sub-peri toneo-abdoininal form it 
may be quite possible for the child to pass in front of the 
placenta during the later stages of its growth. If the placenta 
occupy the highest part of the sac during the later stages of 
pregnancy it affords evidence of extreme dislocation of the tube, 
and such a case is liable to haemorrhage and rupture however 
far advanced the pregnancy may be. The placenta will suffer 
from local haemorrhage and the pregnancy will be liable to 
terminate disastrously before the full period of development. 
In those cases which go to "term" the placenta is usually 
fully equal to the nutrition of the child, and though much has 
been written on the faults and lesions of the extra-uterine 
placenta as responsible for failure and defects of the extra- 
uterine foetus, I cannot say that the relationship appears to nie 
to be by any means established. So far as my own experience 
goes the extra-uterine child at term in size and weight and 
general nutrition is in no way behind the average. But the 
child is often locally defective or malformed, such defects or . 
malformations almost invariably corresponding to some long- 
continued pressure exerted by the bony skeleton of the mother 
on the extra-uterine foetus. These malformations are most 
commonly met with in children of abdominal or ventral preg- 
nancies. The children of ligamentary pregnancies, and par- 
ticularly those of the posterior variety, may be free from any 
visible defect whatever. 
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3. TUBO-UTERINE PREGNANCY (SYN., INTERSTITIAL PREGNANCY). 

Tubo-uterine or interstitial pregnancy is a rare condition, and 
there are only a few specimens which are readily available. 
Strictly speaking, this pregnancy is not really extra-uterine or 
only becomes so by rupture into the abdomen, but the preg- 
nancy is " ectopic," outside the uterine cavity, and it is perhaps 
the most dangerous of ail the forms of ectopic gestation. In 
most of the specimens of this disease or accident it appears to 
be the tissue on one side of the fundus which is mainly invaded 
by the growing pregnancy. The obstruction to the passage of 
the impregnated ovum and its pflniAry attachment is probably 
exactly at the uterine ostium of the tube. This refuses to admit 
the passage of the "oosperm," the ostium is pushed before the 
growing ovum as it increases in size, and a burrow is formed 
into the uterine tissue (above or to one side of the cavity of the 
uterus), where the pregnancy finds a temporary resting-place 
and bed. This naturally raises the height of the uterus on the 
side affected, and in all the specimens I have seen the asymmetry 
produced by this has been very noticeable, the Fallopian tube 
of the non-affected side appearing to enter the uterus at a lower 
level midway between the (altered) fundus and cervix. In one 
of the best known specimens (No. 2,51790 of the Guy's Hospital 
Museum) the uterine appendages of the opposite side appear to 
have been removed, with the unfortunate result that this 
asymmetry is not readily recognisable. The sac of pregnancy 
appears to lie across the fundus from right to left, and this is 
decidedly the impression given of the specimen by the illustra- 
tion in Mr. Bland Sutton's book.* In reality, however, as the 
following more recent sketch (Fig. 33) will show, the unaltered 
part of the fundus lies altogether to one side of this sac of 
pregnancy, and the raw surface where the opposite appendages 
have been removed shows that there is quite as much distortion 
in this specimen as in that of the Royal College of Surgeons of 

* Surgical Diseases of the Ovaries and Fallopian Tubes, 1891, Fig. 103, 
page 349. 
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England (4,691), the other specimen in Guy's Hospital Museum 
(2,51765), and in the specimen presented by Mr. Tait now 




F'g. 33- 
standing in the Mason College Museum (Fig. 34). All show 
alike that the Fallopian tube and fundus of the side affected are 
very considerably raised above the level of the fundus and 
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Fig. 34.. 
appendages of the opposite side, and that the tubes accordingly 
appear to enter the uterus at different levels. This asymmetry 
may be simulated by pregnancy in one part of a double uterus 
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or by cornual pregnancy in a bi-comed uterus, and, indeed, 
several supposed specimens of interstitial pregnancy have been 
found on close examination to be of this nature. In both of 
these conditions, however, there is always some angle, more or 
less well-marked, where the double organs join, and this is of 
course absent in a tubo>uterine pregnancy. 

A tubo-uterine pregnancy may continue to grow for several 
weeks to the end of the fourth month or even longer, between 
uterine peritoneum on the one hand and uterine mucous 
membrane on the other. Sooner or later rupture takes place, 
either downward into the cavity of the uterus or upward into 
the abdomen. The former method of rupture is a highly probable 
occurrence, and if it occurred would presumably be followed by 
spontaneous healing of the wounded tissue and normal delivery 
at term, but in spite of the slenderness of the bridge of tissue 
usually existing between the sac of the pregnancy and the cavity 
of the uterus we have no positive demonstration that this has 
ever taken place alone. The only rupture that is known to 
occur is rupture into the abdomen (or into the abdomen and 
uterus simultaneously), and the result of this is always apalling. 
Diffuse hsemorrhage, worse (if possible) than that which takes 
place with early rupture of the tube, is the main feature of the 
pregnancy, and hitherto this has always proved fatal in a very 
few hours. The only case approaching or possibly belonging 
to this class which I have met with in the living subject is the 
thirty-second of my series. 

Mrs. I., aged 27 years, had been married for seven years. 
She had had three children, the youngest of whom was 19 
months old. She was "regular" until May 6th, 1896, and 
since this date (until Sept. loth) has had almost constant 
discharge of brownish blood. During the latter part of this 
time she suffered from abdominal pain and tenderness. Early 
in September this notably increased, and the severity of the 
pain necessitated her confinement to bed. On Sept. 8th I 
saw her and found the abdomen distended and acutely tender. 
A fixed hard tumour was felt on the left side, having a crescentic 
outline and occupying the whole of the left inguinal region. 
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On vaginal examination the mass was felt to be one with the 
uterus, but on passage with the sound no increase was found 
in the length of the uterine cavity. The patient stated that 
the swelling was rapidly increasing in size and the lump in the 
abdomen had only been noticed for a few days. The patient's 
lips were pale and her pulse was rather quick and feeble. A 
diagnosis was made of the left tubal pregnancy with haematocle, 
and operation was done on Sept. loth, 1896. On opening the 
abdomen a large sac was exposed formed by the expanded left 
cornu of the uterus, the left tube and the left ovary, and contain^ 
ing placental remains. This was adherent to omentum and in- 
testine, the union with the latter being so intimate that separation 
had to be made by incision. When the sac was fully freed, opened, 
and cleaned it was seen that the inner part of the pregnancy 
had apparently invaded the uterine tissue of the cornu, and this, 
together with the base of the sac and broad ligament, was liga- 
tured off from the rest of the uterus in four sections, leaving a 
long oblique wound on the left side of the fundus. The 
haemorrhage was then controlled and the abdomen was closed, 
a drain being left in the pelvis. The patient made a good 
recovery. 

On examination of the specimen removed it appears, I think, 
as if the pregnancy had been originally purely tubal and 
(probably) a pregnancy of the outer part of the tube, that it had 
become firmly adherent to the uterus and ovary, and had quite 
secondarily invaded the side of the uterus in process of growth. 
If so, it is a special form of tubo-uterine pregnancy, which at 
present is unrecognised and certainly demands our attention. 
A specimen recently shown to me by Dr. Cullingworth, and 
already referred to in my first lecture, appears to me (at all 
events, so far as I have been able to examine it) to be of the 
same nature as regards the invasion of the uterus. This speci- 
men is one in which a tubal (or tubo-uterine) pregnancy has 
been complicated with myoma of the uterus. The foetus is 
contained in a curious diverticulum of the tube, while the pla- 
centa appears to have invaded the substance of the uterus. The 
upper part of the uterus (containing bpth pregnancy and 
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myomata) was removed by hysterectomy, and the following is a 
rough sketch of the parts removed (Fig. 35). In this case there 




Fij? 35 
had been no intra-peritoneal bleeding at the time of operation. 
Whether Dr. Cullingworlh would agree with me or not I am 
unable to say. but it appears to me that this is (like my own) a 
tubal pregnancy which has quite secondarily invaded the uterus. 

There are then, I believe, two varieties of tubo-uterine preg- 
nancy : the one, " primary," long recognised under the term of 
" interstitial," and hitherto regarded as the only kind of tubo- 
uterinfe pregnancy; the other, "secondary," caused by later 
invasion of the uterus from the tube and mainly involving the 
uterus by the growth of its placenta or by a burrowing haemor- 
rhage connected with this growth. 

In some of the older statistics of extra-uterine pregnancy 
cases of " interstitial " pregnancy figure largely and in far higher 
proportion than in any statistics obtained from later experience. 
Thus in Parry's 500 cases 31 are stated to have been " interstitial," 
while in Hennig's list of the same date (1876) in 150 cases 42 
are reckoned as interstitial. These numbers must almost 
necessarily be largely mistaken, since any recent specimen is 
only of rare occurrence, and it is highly probable that some 
tubo-ligamentary and cornual pregnancies have been included 
by mistake. When a specimen is difficult to place, the position 
of the round ligament with regard to the pregnancy is sometimes 
of service in deciding its true character. This' should be on the 
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uterine side of a tubal or tubo-ligamentary pregnancy, while it 
should be on the other side or in the anterior wall of an inter- 
stitial or cornual pregnancy. The position of the round ligament 
as a guide to the differentiation of cornual pregnancy was first 
pointed out by Virchow, afterwards utilised by Professor Sir 
William Turner of Edinburgh, and has proved of very great 
value. It is not, however, an infallible guide. I have quite 
lately seen an intra-ligamentary tumour in which a large mass of 
the tumour was bulging between the round ligament and the 
uterus. The normal relations had been so altered by the growth 
of the tumour that what should have been the uterine end of 
the round ligament was lost on the surface of the tumour, and 
no direct connexion could be traced between the round ligament 
and the uterus. Yet the latter was intact and the tumour was 
removed without any injury to the uterus. This occurred in the 
hospital practice of my colleague, Mr. J. Furneaux Jordan 
(February, 1898). 



SUPRA-PUBIC CYSTOTOxMY COMBINED WITH 

EXTERNAL URETHROTOMY FOR IMPERMEABLE 

URETHRAL STRICTURE, 

WITH A REPORT OF NINE CASES.* 

BY GEORGE HEATON, M.A., M.B. OXON., F.R.C.S. 

HONORARY SUllGEON TO THE GENERAL HOSPITAL, BIRMINGHAM. 

SURGEON TO THE BIRMINGHAM AND MIDLAND COUNTIES HOSPITAL 

FOR SICK CHILDREN. 

The term "Impermeable Stricture" has well been described 
by Sir Henry Thompson, in his Lecture on the Urethral 
Stricture, as denoting "the quality of the surgeon and not 
the condition of the stricture."! For where there is a passage 
for urine to escape externally there must be a passage 
capable of admitting son)e kind of instrument. Syme and 
Liston also went so far as to deny the existence of a stricture 

* Read before the Birmingham and Midland Counties Branch of the 
British Medical Association, March loth, 1898. 

t Stricture of the Urethra. By Sir H. Thompson. Fourth Edition, 
p. 179. 
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through which an instrument could not be passed by patience 
and perseverance if urine could trickle through it from the 
bladder. Severe injuries of the urethra do occasionally com- 
pletely obliterate it, and specimens exist in some of our 
museums illustrating such obliterations with the formation of 
fistulous openings behind the rupture But with this exception 
the great majority of strictures, however tight, can by patience and 
perseverance be dilated with instruments passed down the urethra 
and through them. 

There remains, however, a certain small number of cases in 
which, despite every eflfort, no instrument can be passed through 
the stricture, or where, owing to other complications, we shall 
best consult our patient*s interests by at once dividing his 
stricture from the surface ; and it is to these cases that external 
urethrotomy should be limited. 

The chief indications for the operation may be briefly summed 
up as follows : — 

1. As a substitute for tapping or aspirating the bladder in 
cases of acute retention of urine with stricture ; after failure of 
all attenipts at catheterisation. 

2. When a tight or impermeable stricture is complicated 
with acute cystitis with decomposing foetid urine in the bladder. 

In such cases drainage and irrigation of the bladder is an 
urgent necessity, and the repeated passage of small instruments 
along a narrowed urethra will only aggravate the patient's 
condition by setting up a reflex irritation. 

3. When after repeated extravasations and perineal abscesses 
the perineum is converted into a hard, brawny, inflammatory 
mass with fistulous openings. 

4. When the stricture, after repeated dilatations, is extremely 
irritable and resilient, quickly closing up again. 

The method of opening the urethra which is at the present 
time most usually adopted, when external urethrotomy is called 
for, is that devised and perfected by Mr. Wheelhouse and which 
goes by his name. A part of the urethra, immediately to the 
distal side of the stricture, is opened upon a staff, and the 
G 



Digitized by 



Google 



gS Original Communications. 

orifice of the stricture being found, the narrowed urethra is laid 
open from its distal side into its dilated proximal portion. 

It is an operation which has many advantages over that 
formerly in vogue and has given excellent results. Certain 
difficulties however occasionally arise in its performance, which 
may render the operation one of extreme difficulty, or may in 
bad cases even prevent its performance altogether. A second 
stricture in the penile portion of the urethra may prevent the 
passage of the staff down to the main one. It will then be 
necessary to dilate this before it is possible to perform the 
operation. False passages are often present into which the 
staff passes on each attempt to reach the main stricture. The 
perineum, in cases of long-standing, may be riddled with such 
false passages which preclude the passage of any instrument 
down to the main stricture. But the main difficulty which arises 
during the operation is that of finding the proximal end of the 
urethra after the distal portion has been opened. In uncompli- 
cated cases, without any false passages, and where the stricture 
though tight is not surrounded by dense inflammatory tissue, 
this is as a rule a matter of simplicity. But when the mucous 
lining of the canal has been destroyed by ulceration, and the 
urethra changed from a mucous tube into a tortuous intricate slit 
in the midst of a dense mass of inflammatory tissue, riddled 
perchance with false passages and fistulous openings, it is some- 
times a matter of absolute impossibility to find the real stricture. 

Haemorrhage also frequently complicates matters. There is a 
general ooze from the inflammatory tissues divided in opening 
the distal urethra, which, though not profuse in amount, materially 
adds to the difficulty of the operation by obscuring the view of 
the parts. 

The operation in a complicated case thus becomes a most 
lengthy and tedious one. Its seriousness is immensely increased 
by the long exposure and chilling of the patient during its per- 
formance and the unavoidable bruising and laceration of the soft 
parts of the perineum during the surgeon's efforts to find, and 
pass an instrument through the stricture. I have myself seen 
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it:abahdohed and the patient put back to bed unrelieved, to 
have a supra-pubic cystotomy performed on him at a later date. 
Some years ago, while assisting Mr. Chavasse at such an 
operation, this difficulty presented itself. The patient's perineum 
was converted into one hard mass of dense inflammatory tissue 
by old-standing inflammation, and there was more than one 
false passage. After searching vainly in this dense indurated 
tissue for the passage into the proximal urethra, we decided to 
open the patient's bladder above the pubes and to pass an 
instrument into the proximal portion of the urethra from its 
vesifcal orifice to serve as a guide to us in the perineum. This 
was quickly done, and I was much struck at the rapidity with 
which all our former troubles vanished, and the ease of the 
subsequent steps of the operation. The catheter was passed 
through the supra-pubic opening in the bladder into the proximal 
urethra until its point projected in the perineum. This was cut 
down upon, the proximal urethra thus opened, and the remain- 
ing steps of the operation were quite simple, the patient making 
an excellent recovery. 

Since then I have had occasion to perform the operation of 
external urethrotomy twelve times. They have all been cases 
wfiere, in spite of rejieated attempts, catheterisation has com- 
pletely failed to relieve the patient's symptoms, and in several 
of the cases the perineum haS been riddled with false passages 
and fistulas. In three of these cases, as there seemed no diffi- 
culty in the way of an ordinary Wheelhoiise's operation, that 
was the. one I performed. In the remaining nine I performed 
the operation to which I have already briefly alluded, and to 
which I wish to call your attention to-day. 

I will first of all shortly describe the various steps of the 
operation as I now perform it. 

In order to open the urinary bladder above the pubes without 
risk of wounding the peritoneum, it is very desirable that it 
should be in a state of moderate distension. In the majority 
of cases such disterision is already present owing to the patient's 
difficulty, or in some cases complete inabilty, to force urine 
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through his strictured urethra. If the bladder be not already 
full it is necessary to distend it, and as this is impossible to do 
per urethram, he is given draughts of some bland fluid about 
four to six hours before the proposed time of operation. 

The instruments for the operation are the same as those used 
in an ordinary external urethrotomy, with the addition of two 
pairs of long catch forceps for securing the bladder when 
opened, a No. to silver catheter, several black olivary-headed 
catheters, and a piece of rubber drainage tubing some 2 ft. in 
length and the gauge of a No. 10 catheter. 

The patient, being anaesthetised, is drawn to the end of the 
operating table, and the operator, standing between his legs, 
opens the bladder above the pubes in the usual manner. When 
opened, the edges of the opening in the bladder are stitched 
to the edges of the wound in the transversalis fascia to 
counteract the tendency of the bladder during the first few 
days, when empty and collapsed, to drop back into the pelvis. 
The forefinger of the left hand is then passed into the 
bladder through the supra-pubic opening, and the vescical 
orifice of the urethra made out. With the forefinger resting 
on its orifice, a No. 8 olivary-headed bougie is passed 
into the bladder and guided by it into the urethra. It 
is passed without diflficulty along the dilated proximal urethra 
until arrested in the perineum by the stricture. The finger is 
then withdrawn, and the bougie given to an assistant to hold. 
The patient is then quickly brought into the lithotomy 
position, and a mesial incision made in the perineum down 
on to the bulbous end of the bougie in the proximal 
end of the urethra at the stricture. This is a matter of 
extreme simplicity, as in deepening the wound the instrument 
can easily be felt through the tissues of the perineum. The 
urethra is thus opened on the proximal side of the stricture with 
certainty, and without any bruising and laceration of the parts. 
It remains to open the urethra in the distal side of the stricture. 
This is done in the way described by Mr. Wheelhouse. The 
urethral tissue between the two openings — that constituting the 
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stricture — is lastly divided. The Wheelhouse staflf is now 
withdrawn, and a No. lo or 12 olivary headed catheter passed 
through the penile urethra into the perineal wound. The end 
of the catheter in the penile uretha is then fixed to the olivary 
head of the bougie projecting from the proximal urethra, and 
the latter is gently withdrawn into the bladder by the assistant. 
As it is withdrawn it guides the No. 10 catheter through the 
divided stricture and proximal urethra into the bladder. 

To facilitate the after treatment I am accustomed, after dis- 
connecting the two instruments, to pass a fine silk suture 
through the solid bulbous end of the catheter left in the bladder, 
and to leave the end of the silk hanging out of the supra-pubic 
wound. The silk serves a double purpose — it prevents the 
catheter being drawn out of the urethra by any movement of 
the patient during sleep, and so obviates all necessity of tying it 
in, and at the same time it is a great help in the after treatment 
of the case when it becomes necessary to change the instrument. 
All sinuses and fistulae are then slit up, and their lining- 
membrane scraped away with a sharp spoon. The perineal 
wound is lightly packed with iodoform gauze, which may be 
removed on the following day. The perineal wound, being a 
clean cut one, rapidly granulates up, and in Case No 8 was 
sound in a fortnight. The supra-pubic opening heals more 
slowly, but is usually sound in about six weeks. 

The operation of changing the catheter is performed the first 
few times as follows. The bulbous end of the catheter is with- 
drawn through the supra-pubic wound, by traction on the silk 
thread fixed to it This is cut through, and a piece of rubber 
drainage tubing about twelve inches in length slipped over its 
bulbous end and tied on. The catheter is then withdrawn 
through the penis and draws with it the soft tubing through the 
bladder and urethra. When the end of the tubing appears 
through the external meatus the old catheter is removed, a new 
olivary-headed catheter fixed to the tubing in like manner, and 
this is drawn through the urethra into the bladder by traction 
on the rubber tubing. In this way the urethra is kept patent 
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without any interference with the perineal wound and without 
any risk of being unable to pass a second catheter after with* 
drawal of the first. 

Case I. — W. T., a groom, admitted into the General Hospital 
on September 8th, 1893. History of stricture for many years. 
Had been an in-patient in the hospital four years ago for the 
same trouble. Four months ago a urinary abscess formed in the 
perineum which burst, leaving a urinary fistula which is still dis- 
charging. Hard brawny swelling all along the perineum. 
Urinary fistula on right side of scrotum. On micturition only a 
few drops of urine escape from the meatus. Repeated attempts 
made to pass instruments. All failed. Sept. 8th. Combined 
cystotomy and external urethrotomy. Urinary fistula slit up. 
Had several rigors during convalescence. Discharged well with 
both wounds sound and passing a No. 10 bougie. 6n. Oct 28th; 

Case 2. — F. T., aet. 44. History of stricture for mahy years. 
Has had an external urethrotomy performed on him six years 
ago at another institution. Perineum riddled with sinuses. Com- 
plete retention of urine with a long penile false passage. 
March 9th^ 1894. Cystotomy and external urethrotomy/ Large 
abscess found between the pubic bone and the bladder. Usual 
after-treatment. Discharged with all fistulae soundly cured and 
passing a No. 10 bougie. 

Case 3. , aet. 50^ admitted to Hospital Sept., 1894, 

with extravasation of urine, the result of long-standing urethral 
stricture. Patient had for many years several- sub-perineal 
fistulae. Free incisipfts made into infiltrated tissues. Cystotomy 
and external urethrotomy. Two perineal fistulae slit up. Con- 
valescence prolonged owing to slow healing of fistulae. Dis- 
charged with perineum sound, and passing No. 10 bougie. 

Case 4.— C. B., aet. 29. Traumatic stricture, causedi by fall 
seven years ago. Coniplete retention for two days. Bladder 
distended up to umbilicus. Aspiration for 48 hours. Cystotomy 
and external urethrotomy, Aug. 17, 1894, folio w^ed by complete 
relief to all his symptoms. The patient had no more.:trouble 
with his urinary organs,^ but a few days after the operation corn- 
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plained of cardiac trouble, which increased until his death on 
September ist, a fortnight later. At the post mortem the 
heart muscle was in a state of acute fatty degeneration, and 
all its cavities much dilated. The bladder and urethral wounds 
were looking quite healthy. 

Case S- — T. D., aet. 46, stricture for 25 years. Complete 
retention nine years ago and again one year ago. On admission 
retention for 24 hours. Bladder aspirated three times. Repeated 
attempts made with and without anaesthetic to pass an instru- 
ment. May 25th, 189 s, supra-pubic cystotomy and external 
urethrotomy. Convalescence retarded by cystitis. Discharged 
July 25th with wounds soundly healed and passing No. 10 
bougie once a week. 

Case 6. — W. T., same patient as No. i. Had not passed any 
instrument for three years since operation, Sept., 1893. Oct. 
J 4th, 1894, supra-pubic cystotomy and external urethrotomy. 
Scar above pubes slow in healing. Discharged with wounds 
sound, passing No. 12 bougie. 

Case 8. — G. F., set. 31, admitted Aug., 1895, with acute 
cystitis and acute interstitial nephritis. Impermeable stricture, 
S>^ in- fro"^ meatus. Daily rigors with partial suppression of 
urine. Aug. 27, 1895, supra pubic cystotomy. Bladder irri- 
gated and drained. Rapid improvement. Aug. 31, operation 
completed. External urethrotomy performed, and No. 10 
catheter tied in. Oct. 2Sth, discharged well. 

Case 8. — Private case, with Dr. Eraser, of Sutton Coldfield. 
Male, aged 72. Urethral stricture with enlarged prostate. 
Aug. 18, 1897. Prolonged attempt to perform ordinary Wheel- 
house's operation. Proximal end of urethra not found. Supra- 
pubic opening made and operation rapidly completed in usual 
manner. Patient made an excellent though slow recovery. 
The supra-pubic wound closed at the end of eight weeks. In 
Eeb., 1898, Dr. P>aser reports that the patient is in excellent 
health in every way, and has no trouble whatever with his 
water. 
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Case 9. — G. P., aet. 68, admitted into Hospital Jan. 27th, 1898, 
with a perineal fistula. Cystitis and impermeable stricture of 
the urethra. 

Previous History. — The patient had gonorrhoea when 20 years 
old. Three years afterwards he began to suffer from stricture, 
and has been under medical treatment on and off ever since. 
Five years ago a false passage was made during an attempt to 
pass an instrument for retention of urine. Extravasation of 
urine followed into the tissues of the perineum. Two incisions 
were made for its relief, and the patient has had a urinary fistula 
in the posterior part of the scrotum ever since. He has had 
frequent and painful micturition for the last four years, and has 
had to wear an indiarubber urinal to collect the urine which 
dribbled away from the fistula. Many attempts have been 
made lately to pass instrumets, but none have been passed 
since the fistula appeared. P'or six weeks he has had an attack 
of acute cystitis, which has aggravated all his symptoms. He is 
also troubled with obstinate constipation. 

On admission he was a feeble old man, looking considerably 
older than his true age. Urine is almost constantly dribbling 
away from the penis and fistula in about equal quantities. The 
urine is alkaline, extremely offensive, contains albumen and a 
thick deposit of pus. Per rectum the prostate was found to be 
[^much enlarged, and there was a hard tender tumour in the back 
wall of the bladder beyond the prostate. Systematic attempts 
made on five occasions to pass instruments. All bougies and 
catheters arrested 5^ inches from meatus. As the patient's 
condition was a most miserable one — he was passing urine with 
great pain every half hour day and night, and his cystitis was 
no better in spite of medical treatment — it was decided to 
operate upon him. Feb. 14th, operation. Bladder previously 
distended by copious draughts of milk and soda water. Com- 
bined supra-pubic cystotomy and external urethrotomy. Prostate 
found enormously enlarged. Two urethral strictures, one each 
side of the urinary fistula. No. 1 1 black catheter passed and 
tied in in the usual manner. A large encysted stone about the 
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size of a pear ifound impacted in a saccule at the trigone of the 
bladder (or in the ureter). No attempt made at operation to 
remove it. His cystitis rapidly disappeared and the urine lost 
its offensive character, while his general condition greatly 
improved. On March 6th he was again anaesthetised and the 
supra-pubic opening enlarged. The small opening into the 
saccule was enlarged, and two large uric acid calculi were with 
difficulty removed. They were firmly fixed in a saccule behind 
and to the right of the prostate, which contained in addition 
much offensive pus. After the second operation his con- 
valescence was most rapid. Both wounds were soundly healed 
by the end of the month, and he left the Hospital early in April 
able to pass a No. 12 metal bougie and passing his water quite 
naturally. 

No claim for originality is made for the method which I have 
thus endeavoured to describe, and which was adopted in the 
nine cases just related. All I would wish to do is to indicate 
and formulate certain definite operative steps which may be of 
value in such cases, and to call attention to some of the 
advantages which such a combined operation affords in the 
more complicated cases of impermeable urethral stricture. 

The shock of the operation is less than after a prolonged 
search for the proximal urethra through the perineal tissues. 
The bruising of these tissues is less, so that the wound heals 
more readily and quickly. Both proximal and distal urethras 
are with certainty opened. Convalescence is a little longer, as 
the supra-pubic wound takes rather longer to heal than the 
perineal one, but during the period of convalescence the 
urethra — relieved of its function as a passage for urine — is given 
a complete rest, and healing of the stricture can take place under 
the most favourable conditions. Where acute cystitis exists in 
addition to the stricture (as in cases No. 7 and 9) the supra- 
pubic opening tends to drain the bladder cavity. 

In conclusion I would repeat that external urethrotomy 
should be reserved for cases of urethral stricture of great severity, 
or complicated by other conditions which render the treatment 
by the usual methods impossible or undesirable. 
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The ordinary method of division of the stricture from the 
distal into the proximal urethra is the best one to perform in the 
majority of such cases and is often an operatiqn of simplicity. 
But in complicated cases, or where much difficulty is anticipated, 
the operation which I have briefly described will be found both 
simpler and quicker, and in future I shall always perform it in 
such cases, and be prepared to do it when in the performance 
: of an; ordinary Wheelhouse any. difficulty^ is encounterejd. 



THE UTILirY OF INTU^AITON OF THE LAJRVNX,* 

' BY J. ALFRED CODD, M.D., B SC. LOND. 
UUNDRARY ASSISTANT PHYSICIAN (LATE HOUSE PHYSICIAN) 
GENERAL HOSPITAL, WOLVERHAMPTON. 

The treatment of laryngeal obstruction by Tubage of the Larynx 
was first advocated by Bouchut in 1858. In September of that 
year he read a paper on the subject before the Academy of 
Medecine ol Paris, and his conclusions were : — 

1. Tubnge can be easily accomplished by means of a cannula 
fastened upon the vocal cord, without interference with the 
function of the larynx. 

2. The larynx tolerates the cannula. 

3. 1 he dyspnoea of croup can be relieved without tracheotontiy, 

4. The membrane is easily expelled through the tube. 

. 5» It is advantageous to the country practitioner far from 
assistance. 

Unfortunately fur Bouchut the profession of Paris, led by 
Trousseau, condemned and even ridiculed the new method. 
The committee of investigation reported as follows : — 

1. In certain acute laryngeal affections it might prove of value. 

2. In chronic diseases of the larynx it will allow oiie to delay 
tracheotomy, and sometimes relievje and. cure the affection. 

3. It can only very rarely supplant tracheotomy. 
Bouchut's instruments consisted of hollpwcylirrders narrower 

♦ A paper rea«l at the Birmingham and Midland Connti^ Branch of th^ 
British Medical Associatioq. 



Digitized 



by Google 




Digitized by VjOQS 



Digitized by 



Google 



• Intubation of the Larynx, 109 

at one end and less than an inch long. They rested upon the 
vocal cords and did not reach into the trachea. A thread was 
left attached and brought out at the angle of the mouth to 
facilitate removal and prevent it being swallowed. He unfortu- 
nately claimed that one boy had spoken with an audible voice 
after tubage, and this tended to augment the ridicule with which 
his observations were received, and the procedure passed into 
desuetude. 

Catheterism of the larynx has at various times been attempted 
by MacEwen and others. Dr. Joseph O'Dwyer, however, with- 
out any knowledge of any prior attempts, after a very large 
number of experiments at last produced instruments of a satis- 
factory nature and succeeded in establishing the validity of 
Bouchut's statements. 

The incentive that led him to make these experiments was 
the failure of tracheotomy in his hands. He says — " We could 
not show a single recovery to demonstrate its usefulness. We 
had no argument in favour of it except euthanasia, and not a 
few of even the most intelligent of the laity fail to understand 
how a child's suffering can be relieved by cutting its throat." 

These instruments have passed through various stages of 
evolution. The tube essentially consists of two parts, the tube 
proper and the head. The head rests on the vocal cords and 
prevents the tube from slipping into the trachea. The apex of 
the head rests against the commissure of the aryepiglottic folds, 
and the orifice of the tube is therefore tucked away under the 
epiglottis which tends to prevent food from entering it. The 
tube has a retaining ^well half way down its length to prevent it 
being expelled. This is therefore at some distance below the: 
cords when in position. An expiratory blast that projects the 
tube upwards has spent most of its force when the swell reaches 
the cords, and so the latter are able to retain it, which they 
might not have been able to do had the swell been immediately 
under the glottis and the full force of the blast spent on trying 
to force the tube through the cords. The mass of the tube and 
its inertia also assist retention. The longitudinal axis 
used to be straight, but when the tube is in position the. 
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lower end canie into slight but actual contact with the anterior 
wall of the trachea and occasionally gave rise to utceratioKi, ' 
perichondritis, and necrosis of cartilage. Tubes are now made 
with longitudinal curve with the convexity forwards ^- that the 
lower extremity quite clears the anterior tracheal wall. 

The tube should be heavily plated with gold. Nickel or 
silver plating readily produces sulphides. Even gold plating is 
not immune from concretions, and has to be withdrawn to be 
cleaned ^t least once a week. Latterly Dr, O'Dwyer has dis- 
carded metal tubes and used vulcanite with a thin metallic 
lining to the lumen to give it strength. 

For introduction an obturator, jointed in the middle, fits 
accurately into the tube, so that a probe-pointed end iis presiented 
to the larynx. This obturator screws on~ to- th^ introducer. 
The introducer consists of an arm bent at right angles fitting 
into a handle. In O'Dwyer's introducer a trigger key is pro- 
vided to push the tube off the obturator. As this can be done 
equally well by the left index finger pressing on the tube, I 
believe the trigger to be unnecessary, and the simpler and more 
cleanly introducer of Stavely is to be preferred. The obturator 
should be screwed home firmly so as to prevent rotation while 
being introduced. When this is done it not unfrequfently 
happens that the major axis of the head does not lie 'kntero- 
posteriprly owing to some failure of adjustment by the maker or 
a slight wear of the thread of the screw. This is very incon- 
venient, and instrument makers say it is difficult to avoid. 
Further, when ordering new tubes it is very difficult to get them 
adjusted to one's own introducer and it is necessary to get a 
new introducer. To obviate this, two and a half years ago I 
had obturators made with a horizontal arm with an eyelet-hole 
at the head, screwing into the straight arm of the introducer. 
Here no adjustment of the screw is necessary. The major 
axis of the tube is always fore and aft, and fresh tubes and 
obturators must necessarily fit your introducers. There is 
another advantage. In O'Dwyer^s and Staveley's introducers 
you must screw up your obturator before threading the tube 
and eyelet, otherwise your thread wraps round the tube. With 
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my obturator you can thread tube and eyelet before screwing the 
introducer on the handle. Now it is a great advantage to have 
dne or two tubes and eyelets ready threaded in case the tube 
you selected might not be the right one. 

A 




Fig, I. The instruments used by the author. 
A The author's introducer. B The author's obturator. C Set of 
the latest pattern 0'Dwyer*s tubes seen from the side with the author's 
obturators in situ, D Tube seen from the front. E O'Dwyer's extractor. 
F Denard's gag. G 0*Dwyer*s age gauge. 
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; For the purpose of expelling loose membrane short cylinders , 
are used. They are cylindrical, with no retaining swell, and 
are yery thin, so as to give the maximum lumen, and are 
much shorter than the long tubes. The heads aire circular or - 
subtriangular, and are provided with an eyelet hole. They are 
metallic and nickel plated, gold plate not being necessary. The 
introducer or (if the writer's modification be used) the obturator 
has a long curve to carry the tube well home. The largest 
possible size should be used and wedged into the larynx, and 
retained only for a few hours at the most. 

The most suitable gag is Denard's, which gives a very firm 
grip of the jaws. The extractor is a diverging forceps, and the 
divergence of the blade is regulated by a set screw. The scale 
gives an idea as to what tube is most suitable for any given age. 

Indications for Operation. — Northriip says : — " When ^ pro- 
gressive, unremitting dyspnoea, despite all previous treatment, 
allows any considerable part of the posterior portion of the 
lungs to become non-inflated, when the laboured breathing 
begins to produce sensible exhaustion, intubation is to be per- 
formed promptly." The Americaft larnygologists speak very 
highly of preliminary calomel fumigation as averting many 
threatening cases from operative interference. I have tried 
it again and again according to their instructions without any 
material benefit except in slight cases, and am inclined to 
regard it as waste of valuable time. When a case presents 
larynxgeal stridor, marked recession, blue lips and pale face, I 
believe in immediate intubation. Delay may be disastrous, as 
I have found in a few of my cases. If I had operated upon 
Case 15 immediately, instead of waiting half. an hour, I believe 
the fatal collapse would not have occurred. 

Method of Operating, — O^Dwyer^s Method. — The child should 
have a blanket wrapped completely and securely round it, and 
pinned closely about the neck, avoiding having a mass under the 
chin, which might interfere with the depression of ttie handle of 
introducer. Thus movements of the child are prevented. A nurse 
should sit in a chair upright, with the child on her lap, both facing 
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the operator. The nurse should grasp the child's el hows firmly 
and grasp the child's legs between her knees. Another nurse 
should stand behind the chair, grasp the child's head firmly 
between her hands, and the physician inserts the gag and opens 
the mouth widely, and the nurse who holds the head now 
includes the gag in her grasp. It is very important that the 
most experienced and reliable nurse should hold the head and 
gag, and this should be done by another medical man if one is 
present. The child's head is inclined slightly backwards, and 
rests on the shoulders of the nurse. The gag being securely in 
place the introducer, with the appropriate tube attached and 
threaded, is grasped in the right hand, while the left index 
finger, armed with a knuckle stall, is inserted into the mouth, 
hooks up the epiglottis, then is carried to one side. The tube 
is inserted into the mouth horizontally, the handle being 
depressed, the tip of the tube being carried along the margin of 
the left index finger, and the handle gradually raised until the 
tube engages in the glottis. Then the handle is raised to the 
horizontal and the tube gently pushed home till the head rests 
on the cords and the introducer lies on the tongue. Then 
press on the head of the tube with the index finger and relax 
the string, and if you have a trigger use it, then withdraw the 
obturator and be sure and keep the introducer in the middle line 
all the time, gradually depressing the handle. The fact that the 
tube is in place may be recognised by the rattling in the tube and 
characteristic cough that immediately follows. This should be 
confirmed by carrying the index finger behind the tube and 
feeling the posterior wall of the larynx. The gag should be 
withdrawn and the child allowed to breathe for a few minutes. 
If the obstruction is completely relieved the gag is reinserted 
and the thread withdrawn. If, however, loose pieces of 
membrane block the tube it can be withdrawn by the thread. 
If you fail to hook up the epiglottis or get the tube in- the 
larynx at the first effort, withdraw the finger, and after a: short 
interval reinsert it. Do not make prolonged efforts. 
Extubation, — Place the child in the same position as for 
H 
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Intubation, only have the head straight up instead of inclined 
backwards. Hook up the epiglottis with the left index finger, 
and rest the tip of the finger on the posterior tip of the tube- 
head. Carry the point of the extractor to the end of the finger 
on its under surface, then raise the handle to the horizontal, 
keeping in the median line and using the pulp of the finger as 
a fulcrum, the point will glide forwards and enter the lumen of 
the tube, the blades are diverged and the tube withdrawn. 

The period at which extubation should be done varies with 
the stage of the disease and the age of the patient. As a 
general rule four days suffice to lestve the tube in, though 
re-intubation is often necessary. 

It is very advantageous for beginners to acquire dexterity on 
the cadaver, and for this purpose the body should be propped 
up somewhat as in the patient. When critical exploration of the 
larynx is attempted for the first time one feels somewhat the 
same as at one's first vaginal examination, and it is not easy to 
be sure when you have got the epiglottis and to define the 
aryepiglottic folds. But a little practice suffices to make these 
landmarks easily discernible and enables one to acquire a fair 
dexterity with the operation, though frequent repetition increases 
considerably that dexterity, which is more valuable for this than 
for most operations. 

The Author's Method. — For reasons which will be explained 
later I dislike the upright position, and have introduced and 
practised with satisfaction the following modification of 
O'Dwyer's original method. I have had a table constructed 
(Fig. 2) consisting of a simple plank with shelving piece cut out 
for the neck, and another piece cut out so as not to interfere 
with the handle of the gag. At the head end there is jointed a 
piece of wood with a bevelled hole to fit the occiput. This by 
means of a brass quadrant or rachet can fix the head at any 
inclination to the axis of the body. I put this upon two stools 
two feet high. The_ patient is wrapped in a blanket which 
is pinned in front like a double-breasted coat, leaving the neck 
fully exposed, in case the trachea should require opening (see 
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frontispiece). Also the arms are secured by a fold of blanket 
fastened by one pin so that if artificial respiration should 
become necessary the arms could be released at once. The 



Fig. 2. 
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patient is placed on this table, with his head in the right 
position resting upon a padding of wadding, and a strap is 



Digitized by 



Google 



1 1 6 Original Communications, 

placed firmly around his thighs. An assistant sits on a low 
chair beyond his head and holds the gag in the same way as for 
erect intubation. I bestride the patient, standing over the neck 
with the right foot on a low stool or box. Thus my right hand 
and arm are exactly in the patient's sagittal plane and at a 
convenient working distance. If necessary the patient's elbows 
or hands can be seized by another assistant, but it is not often 
needful, as patients irritable in the vertical position become 
quiescent in the horizontal. 

For intubation one angle of inclination will be found better 
than others, and this can be adhered to accurately, in a way it 
cannot be in erect intubation. I have found the inclination 
indicated in Figure 2 {B, a) to be the best. < For extubation the 
headpiece should be straight out, parallel to the table. 

(To be continued.) 



REPORTS. OF CASES. 



A CASE OF SUBSEROUS SARCOMA OF THE 
PERITONEUM. 

BY O. J. KAUFFMANN, M.D. 
PHYSICIAN TO THE QUEKN's HOSPITAL, BIRMINGHAM. 

M. W., female, aged 4, was admitted to the Queen's Hospital 
in May, 1898. When brought to the out-patient room she 
looked a well-developed and fairly healthy little girl, and walked 
and moved actively and easily ; the only appearance of disease 
was a marked flush on each cheek, with visible, dilated vessels 
in the central part of the flushed area, and a prominent 
abdomen. 

The child was said by the mother to have been perfectly 



Digitized by 



Google 



keports of Cases, 1 1^ 

healthy until eight weeks before, when she had a sudden attack 
of vomiting without diarrhoea, but with abdominal pain and 
retraction of the belly. From this attack she gradually reco- 
vered, though the pain lasted a month, but since then she had 
gradually fallen off, losing appetite and flesh, but not becoming 
peevish or fretful. The mother further averred that the 
abdominal swelling, which was her main reason for bringing the 
child to hospital, had only appeared a fortnight ago, but had 
rapidly increased in that period. On examination the child 
presented an uniformly enlarged, semi-elastic abdomen, painless, 
greatly prominent, and with a flattened umbilicus, but without 
any bulging in the flanks. The measurement was 25 inches 
round the umbilicus. No thrill could be elicited, and the 
tenseness was too great to allow of the abdominal organs being 
satisfactorily palpated. The anterior part, in the recumbent 
posture, was resonant over a narrow oval area, except at its 
lowest level ; the sides dull. All that could with certainty be 
felt was an irregular hardness situated in the right inguinal and 
lower part of the right lumbar region. The liver was moderately 
enlarged, but separate from the swelhng just mentioned, the 
irregular upper border of which was at times plainly perceptible. 
The kidneys and spleen presented no palpable enlargement. 
No disease of the heart or lungs could be detected. The skin 
was fairly moist, and over the abdomen, where it was tense and 
shining, some enlarged superficial veins, conducting the blood 
upwards, could be seen. 

The diagnosis of tubercular peritonitis seemed warranted by 
the abdominal condition as well as by the little patient's general 
appearance and habit of body. The mass in the right inguinal 
region was regarded as being one of caseous tuberculous glands, 
the main feature of the tuberculous affection being, however, 
considered as consisting in scattered miliary tubercles with 
much liquid exudate. 

The progress was surprisingly rapid. In a very few days the 
patient became too weak to do more than turn in bed, and 
wasted visibly, while the abdominal swelling increased some- 
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what and became a serious impediment to respiration. Seven 
days after admission the abdomen was tapped, but only 13 
ounces of a very turbid, reddish fluid escaped. Its specific 
gravity was 1015 ; it was rich in albumen, blood cells, and 
leucocytes, and contained a small quantity of urea. No further 
attempt at paracentesis was made, as the patient's end was 
evidently quickly approaching. 

For the remaining days of life the child remained as she had 
been before, quiet, without pain, and even without tenderness 
on examination. Breathing became a little more distressed, 
and great oedema of the right leg and thigh supervened. She 
continued to take fluid food readily, but at the same time wasted 
most rapidly, and died 15 days after admission. 

Post mortem examination, — The peritoneum was widely 
affected by a diffuse growth of tumour. There were no adhesions 
of any kind between the several organs and no signs of recent 
peritonitis. The large intestine, more particularly the caecum 
and ascending and transverse colon, was enormously enlarged, 
their proportions being equally increased and the outlines 
of the parts preserved, with the exception of some prominent 
nodular masses springing from the ascending colon, which had 
been felt during life in the right side of the abdomen. The 
vermiform appendix was greatly enlarged and thickened; the 
appendices epiploicae showed a similar uniform increase of their 
proportions, and were in many instances flattened by mutual 
pressure. The small intestine was throughout its whole length 
uniformly thickened and presented no excrescences. Here and 
there, however, on its peritoneal surface, which was of a dull 
yellowish-white colour, there were some small flat outgrowths of 
a whiter tint, marked in some instances with punctiform 
haemorrhages. The mesentery was much thickened, and some- 
what shortened ; of a tough leathery feel ; and the mesenteric 
glands were moderately prominent. The omentum was con- 
verted into an irregularly ragged, thickened apron. Further 
examination of the intestines showed the disease to be confined 
entirely within the thickness of their walls ; the mucosa every- 
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where appeared healthy and in no part was the lumen seriously 
narrowed. The walls of the caecum were in places ij^ inch 
thick, and those of the transverse colon measured only a little 
less. The stomach-walls showed a similar though slighter 
increase along the lower border only of the organ. Both ovaries 
were converted into tumours measuring six inches round their 
longer diameter and showing no trace of ovarian structure. 
The body of the uterus was healthy, but invested with much 
thickened peritoneum, as were the Fallopian tubes The spleen 
and liver were both of normal size and showed no invasion by 
the growth, which was however carried right up to their hila by 
the peritoneal folds and ligaments, and there stopped abruptly. 

The appearance of the peritoneum was throughout opaque 
yellowish-white and equally so on the visceral and parietal 
portions. From the latter the diaphragm and recti abdominis 
were invaded to a great degree by extension of the tumour. 
The only metastatic growths were found in the two kidneys and 
the right parietal pleura. The former organs were but little 
enlarged and had preserved their outlines perfectly, but were 
thickly studded with pearl-white growths about a quarter of an 
inch in diameter. In the pleura there was a colony of small 
flattened secondary tumours. 

The neoplasm proved to be a small round-celled sarcoma. 
The general colour on section was white, but here and there 
pink areas of vascularity were visible, and small haemorrhages 
were abundant. The very even diffusion and the general pre- 
servation of the serous surface of the peritoneum, together with 
the absence of all inflammatory signs, showed the growth to be 
essentially subserous in origin. This was borne out by micro- 
scopic examination of the leasfeaflfected part of the small intestine 
where the densest mass of round cells was subserous; the 
muscular and submucous layers were invaded and their elements 
still recognisable in considerable amount, were separated by 
round tumour-cells. 

It was impossible to determine any one point as the primary 
growth, and it seems probable that the tumour sprang simul- 
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taneously from many widely disposed elements in the subserosa 
rather than that it commenced at a single spot On the latter 
supposition it would be difficult to explain the absolutely general 
and very uniform diffusion under the peritoneal surface. 



REVIEWS. 



A TREATISE ON APHASIA AND OTHER SPEECH 
DEFECTS.* 

The delivery in 1897 of the Lumleian Lectures, "On some 
Problems in connection with Aphasia and other Speech 
Defects," gave Dr. Bastian an. opportunity of expounding his 
views on the nature and causation of many obscure forms of 
aphasia. The book before us,, however, is not a mere repub- 
lication of these lectures, although they are included in it. 
Dr. Bastian has rightly decided to deal with the whole question 
of aphasia, and the result is a^book which is at least one of the 
most important pf the existing works on that subject. 

We cannot attempt in this review to enter into any discussion 
of Dr. Bastian's views, though they afford ample ground for 
thought, and are at variance in many particulars — even in many 
elementary particulars — with those held by other writers of 
authority. We can but express our own opinion that they 
afford the most rational and consistent explanation of these 
very difficult phenomena that has yet been propounded. It 
will probably be familiar to most that Dr. Bastian denies 
entirely the motor functions of the so-called " motor centres " 
of the cortex, and regards these as " kinaesthetic " in nature — 

* A Treatise on Aphasia and Other Speech Defects. By H. Charlton 
Bastian, M.A., M.D. Lond.. F.R.S., Fellow of the Royal College of 
Physicians of London, Emeritus Professor of the Principles and Practice of 
Medicine, and of Clinical Medicine in University College, London, &c. 
London : H. K. Lewis. 1898. 
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that is, as registering, and on occasion recalling, the memory of 
motor acts. Such a revival in a kinesthetic centre is, according 
to the author, a necessary preliminary to the repetition of any 
previously performed motor act by the lower and true motor 
centres in the bulb. But Dr. Bastian believes that a kinsesthetic 
centre is never capable in itself of originating an act, but needs 
first, in all cases, to receive an impulse from an appropriate 
centre. Hence the ordinary ^process of speech involves the 
preliminary action of two cortical centres before the true 
motor mechanism can be set in action, namely, the auditory 
word centre in the temporo-sphenoidal lobe, in which the sound 
of the words is mentally revived, and the " glosso-kinaesthetic" 
centre in Broca's convolution, in which this revival is translated 
into a memory of the motor processes involved in their articula- 
tion. Moreover, Dr. Bastian supplies a similar explanation of 
the process of writing, and insists upon the existence of a 
" cheiro-kinaesthetic " word centre, whose interposition is as 
necessary between the visual word centre in the angular gyrus 
and the motor (lower) centres of the hand, as is that of the 
"glosso-kinaesthetic" centre in the process of articulate speech. 
The above contains but the merest outline of the theory on 
which the whole discussion of the subject is based, but it will be 
at once evident that it involves a complete and radical alteration 
in the explanations usually adopted for the phenomena of speech 
and other allied processes. The problems of the subject are all 
worked out on this basis, and, although Dr. Bastian meets with 
difficulties in many places in bringing his ideas into line with 
recorded cases, yet on the whole. he has succeeded in doing so 
to a very great extent. The book needs a most careful study, 
and well repays the very considerable outlay of time which is 
required even for a superficial grasp of the problems dealt with. 
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MASTERS OF MEDICINE. 
WILLIAM STOKES, HIS LIFE AND WORK.* 

Sir William Stokes' life of his father forms, we think, the best 
and the most interesting of this excellent series of biographies. 
This result is to no small extent due to the skill and good taste 
with which the book has been written ; but it is even more to be 
attributed, as the author would be the first to admit, to the fine 
character of the man whose life it portrays. Dr. William Stokes 
was truly one of the Masters of Medicine, and no modern 
physician has a greater right to a place in the series so named. 

Apart from his skill in the practice of his profession, the 
claims of Dr. Stokes to occupy an honoured place in the ranks 
of distinguished medical men are numerous and varied. As an 
original thinker and writer he did great work for the science ot 
medicine, and his two books on the Diagnosis and Treatment 
of Diseases of the Chest, and the Diseases of the Heart and the 
Aorta, are monuments of scientific observation and thought 
Second only in importance to his original work must be placed 
that done as a teacher in the Dublin Medical School, for Dr. 
Stokes was a great teacher, and did much by his influence to 
raise the standard of medical education, and moreover to obtain 
a recognition for the School which it had never previously 
received at the hands of the University. Nor in this connection 
must we omit to mention the part he took in the foundation of 
the Pathological Society of Dublin, and the Dublin Sanitary 
Association, whilst it was largely due to his efforts that the 
University established the Diploma in State Medicine. Lastly, 
Dr. Stokes took the greatest interest in all questions of medical 
politics, and was appointed the Crown Representative for Ireland 
in the General Medical Council on its institution in 1858. 

Of Dr. Stokes' personal character his son has succeeded in 
giving a very fine impression, and this without any elaborate 

* Masters of Medicine. William Stokes, His Life and Work. By his 
son, William Stokes, Surgeon-in-Ordinary to the Queen in Ireland. 
London : T. Fisher Unwin. 1898. 
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analysis or even any very definite sketch. The record of his 
work — to the philanthropic side of which we have not alluded, 
although one of its most characteristic features — and the 
reverence and aflfection with which he was almost universally 
regarded by those who knew him, have very wisely been left to 
speak for themselves. 



RINGWORM.* 

This is an extremely good book on Ringworm. It is well- 
written, free from tautology, and lucid throughout. In the 
chapters on etiology, Sabouraud's doctrine, the research of other 
writers, and finally the author's own observations are reviewed 
and compared. The pathology and clinical varieties of the 
disease are then discussed, followed by important chapters on 
the treatment and prophylaxis. 

Dr. Morris proves- that some of Sabouraud's statements are 
not correct so far as Ringworm in England is concerned. For 
example, he shows that Kerion can be, and is caused by the small- 
spore fungus ; and the beautiful micro-photographs taken by Mr. 
Andrew Pringle, published at the end of the book, place this 
beyond argument. We may point out that this view is also held 
by such authorities as Adamson and Colcott Fox. 

The author's statement, " The continued prevalence of Ring- 
worm is a standing reproach to the medical profession, and in a 
lesser degree to the authorities of schools," is undoubtedly a 
true one, and he is quite right when he says that the disease 
could be stamped out if isolation of cases could be carried out 
completely throughout the country. There is no reason why it 
should not be done on the lines he advocates in the chapter on 
prophylaxis. 



* Ringworm, in the Light of Recent Research. By Malcohii Morris. 
London : Cassell and Co. 1898, 
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THE YEAR-BOOK OF TREATMENT FOR iSqS.* 

Messrs. Cassell send us their Year-Book of Treatment for 
1898, which maintains the standard of excellence set up by the 
previous volumes. The account given of advances made in the 
treatment of disease during the past year does not aim at the 
completeness which is characteristic of the larger publications 
of the sort, but rather at presenting in a space commensurate 
with the spare time of the busy practitioner an epitome of all 
that is most valuable in the year's therapeutic work. This 
object has been well carried out by the various contributors ; 
and although it would be a very easy matter to point out 
omissions which to us appear of some importance, we can 
fully admit that on the whole substantial justice has been done. 
Some very valuable therapeutic suggestions are to be obtained 
from reading the book. 



AN EPITOME OF THE HISTORY OF MEDICINE.t 

This volume is the outcome of a series of lectures delivered by 
the author in the medical department of the University of 
Buffalo. Dr. Park considers that the history of medicine has 
been sadly neglected in medical schools, and he has published 
this book in order "to bring the most important facts and 
events comprised within such history into the compass of 
medical curriculum, and, at the same time, to rehearse them in 
such manner that the book may be useful and acceptable to th^ 
interested layman — />., to popularize the subject." 

The scheme of the book is founded on that of Renouard, 
which divides the past, medically speaking, into {a) the age of 
foundation, froni the mythical period to the death of Galen ; 
{b) the age of transition, ending with the revival of letters, 

* The Year-Book of Treatment for 1898. A Critical Review lor 
Practitioners of Medicine and Surgery. London, Paris and Melbourne : 
Cassell and Company, Limited 

t An Epitome of the History of Medicine. By Roswell Park, A.M., 
M.D. Philadelphia : The F. A. Davis Co. Publishers. 1897. 
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AD. 1400; and {c) the age of renovation, from the fifteenth to 
the nineteenth centuries. 

We have much enjoyed reading this book. It is well written 
and full of interest. Many of the illustrations are taken from 
antiquated medical works, and are especially curious when 
viewed in the light of modern knowledge. We note that the 
author puts forward arguments to prove that the Columbus was 
not responsible for the introduction of syphilis from America 
into Europe, and also that he is especially severe on Paracelsus, 
whom he dubs that " colossal figure " of " mediaeval charlatans 
and knaves." The chapters on the Arabic Age and the Review 
of the Position of Medicine in the Seventeenth Century are 
especially worthy of notice. 



THE EXTRA PHARMACOPOEIA * 

The revision of the British Pharmacopoeia has necessitated 
the publication of a new edition of Messrs. Martindale and 
Westcott's well-known book. Although the official Pharma- 
copoeia is in theory supposed to contain all the remedies of any 
claim to an established reputation, yet we are bound to admit 
that there are a large number of drugs which find no record 
in its pages, but which all the same are regarded by many 
as being of material therapeutic value. We gather from the 
preface that the authors of the Extra Pharmacopoeia are of 
opinion that a more generous selection might have been made 
in the official book : this is, however, of but little consequence 
whilst so excellent a supplement is supplied. The Extra 
Pharmacopoeia has become a necessary part of every medical 
librairy, and the ninth edition will prove in no way inferior to its 
predecessors. 

* The Extra Pharmacopoeia. Revised in Accordance with the British 
Pharmacopoeia, 1898. By William Martindale, F.L.S., F.C.S . Member of 
Council of the Pharmaceutical Society, and late Examiner. Serotherapy, 
Organotherapy, Medical References, and a Therapeutical Index, by 
W. Wynn Wesicott, M.B. Lond., H.M.'s Coroner for North-east London, 
Ninth Edition. London : H. K. Lewis. 1898. 
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BRADSHAW'S DICTIONARY OF BATHING PLACES* 

We have to acknowledge the receipt of the 1898 edition of 
Bradshaw's Dictionary of Health Resorts. As far as we can 
judge the information given is very complete and accurate ; and 
the publication will therefore be of value to members of the 
medical profession, who are often somewhat at a loss to obtain 
information with regard to the various places to which they may 
wish to send their patients. We recommend the book as a 
very useful one. 



NOTES ON PHARMACY AND DISPENSING FOR . 
NURSES.t 
This small book describes in clear language the nature and use 
of the principal medical remedies, and also gives simple instruc- 
tions for the dispensing and administration of medicines. We 
were not aware that dispensing formed a legitimate part of a 
nurse's duties ; but if she be called upon to perform this office — 
which we think she never ought to be — a useful outline of the 
art will be found in these notes. The simple account of the 
remedies given does not go beyond what a nurse may fairly be 
expected to know. 

YEAR-BOOK OF THE SCIENTIFIC AND LEARNED 
SOCIETIES OF GREAT BRITAIN AND IRELAND.} 

The fifteenth annual issue of Messrs. Charles Griffin and 
Company's Year-Book of the Scientific and Learned Societies 
of Great Britain and Ireland maintains the usual level of 
excellence reached by its predecessors. As before, the informa- 
tion supplied is thoroughly reliable, and a really surprising 
amount of detail is included. The book is unique of its kind. 

* Bradshaw's Dictionary of Bathing I'laces, Climatic Health Resorts, 
Mineral Waters, Sea Baths, and Hydropathic Establishments. London : 
Kegan Paul. Trench, Triibner and Co. Ltd. 1898. 

t Notes on Pharmacy and Dispensing for Nurses. By C. J. S. Thompson. 
London : The Scientific Press Limited. 1898. 

X Year-Book of the Scientific and Learned Societies of Great Britain and 
Ireland. Fifteenth Annual Issue. London : Charles Griffin and Company 
Limited. 1898. 



Digitized by 



Google 



127 

PUBLISHERS' DEPARTMENT, 



i^eto Jnbentiong, Brugg, etc* 

Messrs. Burroughs, Wellcome, and Co. send us samples 
of two recent additions to their list of Tabloids. These contain 
two grains of oxide of zinc and five grains of sub-gallate of 
bismuth respectively, and should prove a useful form in which 
to administer the drugs. 



iSteto Books, etc., Eecetbeb. 

Materia Medica, Pharmacy, Pharmacology, and Therapeutics. By W. 
Hale White, M.D., F.R.C.P., Physician to and Lecturer on Pharmacy 
and Therapeutics at Guy's Hospital, &c. Third Edition. London : 
J. and A. Churchill. 1898. 

Guide to the Clinical Examination and Treatment of Sick Children. By 
John Thompson, M.D., F.R.C.P. Ed., Extra Physician to the Royal 
Hospital for Sick Children, and Lecturer on the Diseases of Children in 
the iSchool of Medicine of the Royal Colleges, Edinburgh. Edinburgh : 
William F. Clay. 1898. 

Masters of Medicine— Sir Benjamin Collins Brodie. By Timothy Holmes, 
M.A., F.R.C.S. London : T. Fisher Unwin. 1898. 

La Tuberculose Infantile. Revue Bimestrielle, Num^ro 3. 15 Juin, 1898. 

Practical Organic Chemistry : the Detection and Properties of some of the 
more important Organic Compounds. By Samuel Hideal, D.Sc. 
Lond., F.I.C, F.C.S., sometime Lecturer on Chemistry at St. George's 
Hospital Medical School, and Examiner in Chemistry, Royal College of 
Physicians, &c. Second Edition. London : H. K. Lewis. 1898. 

A Case of Bilateral Syphilitic Ulceration of the Palbebral Conjunctiva. A 
Case of Hypopyon Kerato- Iritis occurring in a Patient during an Attack 
of Typhoid Fever. By CLARENCE A. VeABET, A.M., M.D., Adjunct 
Professor of Diseases of the Eye, Philadelphia Polyclinic. 

New Forceps for Intestinal Anastomosis. By Ernest Laplace, M.D., 
LL.D. 

Contribution to the Study of the Mineral Waters of Pougues-les-Eaux (Saint- 
Leger Spring). By Dr. Herard de Besse. 

Atlas of Methods of Clinical Investigation, with an Epitome of Clinical 
Diagnosis and of Special Pathology and Treatment of Internal diseases. 
By Dr. Christfried Jakob, formerly First Assistant in the Medical 
Clinic at Brlangen. Authorised Translation from the German. Edited 
by AUGUSTas A. ?:shnwr, M.D., Professor of Clinical Medicine in the 
Philadelphia Polyclinic. London : The Rebman Publishing Co. Limited. 
Philadelphia : W. B. Saunders. 1898. 
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A Text-Book of Diseases of Women. By Chablbs B. Penbosb, M.D., 
Ph.D., Professor of Gynecology in the University of Pennsylvania. 
Second Edition. London : The Bebman Publishing Co. Limited. 
Philadelphia : W. B. Saunders. 1S98. 

Physiolc^, Experimental and Descriptive. By BuEL P. Colton, Professor 
of Natural Science in the Illinois State Normal University. London : 
The Scientific Press Limited. 1898. 

Friedberger and Frohner's Veterinary Pathology. Translated and edited by 
M. H. Haybs, F.R.C.V.S. With Notes on Bacteriology, by Dr. G. 
Newman, D.P.H. Volume L London : W. Thacker and Go. 1898. 

Buxton : its Baths and Climate. By Samuel Hydb, M.D. Manchester : 
John Heywood. 1898. 

Operative Gynaecology. By Howard A. Kelly, M.D., Professor of 
Gynaecology in the John Hopkins University. Vol. II. London : 
Henry Eimpton. 1898. 

The Cerebellum. By H. Davibs, M.D. London : Nichols and Co. 1898. 

The Cure of Suppurative Otitis Media by Antiseptic Irrigation. By F. 
Fauldbb White, F.R.C.S. Eng., Surgeon to the Coventry and North 
Warwickshire Hospital. 

Elements of Histology. By £. Klein, M.D , F.R.S., Lecturer on General 
Anatomy and Physiology, and J. S. Edkins, M.A., M.D., Joint 
Lecturer and Demonstrator of Physiology in the Medical School of St. 
Bartholomew's Hospital, London. Revised and Enlarged Edition. 
London, Paris, New York, and Melbourne : Cassell and Company 
Limited. 1898. 

The Cure of Consumption. By W. H. DAW, M.R.C.S., L.R.C.P. Lond., 
late House Physician Royal Hospital for Diseases of the Chest. 
London : The Scientific Press Limited. 1898. 
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ORIGINAL COMMUNICATIONS. 



INGLEBY LECTURES FOR 1898. 
EXTRA-UTERINE PREGNANCY. 

BY JOHN W. TAYLOR, F.R.C.S. ENG. 

(^Continued from page g6.) 

Lecture IIL 

On the Diagnosis and Treatment of Extra-uterine 
Pregnancy. 

diagnosis. 

Mr. Dean and Gentlemen — 

When extra-uterine pregnancy is present and has by its symp- 
toms driven the patient to seek for advice, at every stage — up to 
" term " with death of the foetus — there are certain indications 
to be derived from history, symptoms, and physical signs, which 
are sufficient in most cases to establish a correct diagnosis. In 
my own series of 37 cases a correct diagnosis was formed in 27 
cases. In one case (the first case) no diagnosis was made. In 
3 cases the diagnosis was made of tubal disease only. In 2 cases 
the diagnosis was made of myoma. In 4 cases the diagnosis 
was made of ovarian cystoma. Three of these were instances 
of ovarian cyst complicated by the co-existence of tubal preg- 
nancy, and in one of these an alternative diagnosis was recorded 
of Qvaiian cyst or tubal pregnancy. In only three of the cases 
I 
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was the diagnosis absolutely mistaken, and in two of these, and 
even in some of the cases of imperfect diagnosis, I think it may 
be said with perfect truth that the fault was my own, and that 
imperfect knowledge, carelessness, or some false suggestion at 
the outset was responsible for the blunder. The omissions or 
mistakes which I have just enumerated are necessarily confined 
to cases on which I have operated. I believe I know of two 
other cases in which I did not fully recognise the condition and 
therefore failed to do my duty. The one was a case of diffuse 
haemorrhage — probably from early rupture of the tube. The 
patient was quite pulseless when . I was called to her, and 
although there was some history of delayed menstruation I 
could not find on examination any pelvic tumour or physical 
sign pointing to a misplaced pregnancy. I did not know at 
that date that in some cases of very early rupture this may be 
entirely wanting. I was uncertain and the possible moment for 
action was lost. The other case was one of early tubo-ligamen- 
tary pregnancy. The patient was herself suspicious that some- 
thing was not right about her pregnancy and asked my opinion. 
After careful bimanual examination I came to the conclusion 
that the pregnancy was intra-uterine and normal and reassured 
the patient. Some nine or ten months after this I found that 
the time for confinement had been passed without result and 
that one of my colleagues had operated on the patient, removing 
a dead foetus from an intra-peritoneal sac which was exactly 
similar to those I have described as posterior-ligamentary or 
retro-peritoneal. It is worthy of notice that the only case of 
this kind which figures in my own series (No. 4) had been seen 
at an early stage of the pregnancy by the same colleague and 
had been considered by him to be intra-uterine and normal. 
There is probably some good reason for the occurrence of the 
same mistake in the practice of two surgeons, both of whom 
have had special experience of extra-uterine gestation. Again, 
my operation list does not of course contain any case in which 
I have diagnosed an extra-uterine pregnancy and found a 
different condition. Four of such mistakes I can remember. 
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One was a case of retroflexion of the gravid uterus with intra- 
peritoneal adhesions. This occurred very early in my practice. 
Two were cases of double pyosalpinx wtth temporary cessation 
of the menses ; the other case was one of malignant tumour of 
both ovaries. In this case also there was consequent amenor- 
rhoea. Other cases in which an alternative diagnosis was made 
or in which the possibility of extra-uterine pregnancy was enter- 
tained will be referred to under " diflferential diagnosis." Finally, 
I have to add to my list of successful diagnoses some six 
additional cases of extra-uterine pregnancy in which the operation 
was performed by another surgeon. In one of these cases a 
tubal pregnancy of one side was complicated by a pyosalpinx of 
the opposite side, the only instance in my own practice in which 
I have found tubal pregnancy and suppurative salpingitis directly 
associated. As subsidiary material helping to form my ex- 
perience I have also to add nearly 50 cases of extia-uterine 
pregnancy which I have watched during the last fourteen years 
in the practice of my colleagues. 

In considering both the diagnosis and the treatment of extra- 
uterine pregnancy I shall follow as nearly as possible the divisions 
already framed when dealing with its pathological history. Our 
first consideration, accordingly, will be the diagnosis of a case ot 
earliest rupture of the tube with diffuse haemorrhage. The 
patient is probably a married woman and one who of course 
must necessarily be within the limits of the child-bearing period. 
She has probably been in perfect health until an hour or so ago. 
She was then suddenly seized with a pain in the abdomen, " as 
if something had given way inside her." She became faint and 
collapsed, was sick and lay down on the couch or was assisted 
to her bed. She was given a little stimulant and for a few 
minutes felt perhaps slightly better. On reflection the attack 
did not altogether surprise her. Her proper menstrual period 
was due last week, but instead of coming on as usual was delayed 
for some days (an uncommon occurrence for her), and during 
the last three or four days, although there has been some dis- 
charge of blood from the vagina, which for an hour this morning 
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was quite profuse, the period has not come on "properly" 
or in a customary manner. Such, or something like it, is 
the history. On glancing at the patient the observant prac- 
titioner will probably .notice at once the paleness of her 
countenance and lips and her seriously "passive" expression. 
This can only arise from simple faintness with but little or no 
loss of blood or from active haemorrhage. The pulse will decide 
it. If from simple faintness, although it may be temporarily lost 
or difficult to find, the pulse when felt again will be found to be 
slow and moderately full, while if haemorrhage be still in progress 
the pulse increases in frequency as the haemorrhage proceeds 
and after a time becomes perceptibly weaker. Perhaps the 
normal pulse rate is known, and if so it will be found that it is 
twenty or thirty or forty beats to the minute faster than is usual 
and that the ratio is still increasing. This is obviously not due 
to nervousness or excitement, for the patient is curiously self- 
contained and quiet. Every now and then the pulse becomes 
fluttering and difficult to count and at these times there is usually 
some nausea and vomiting. Between these periods of extra 
faintness it may temporarily improve in quality, but its rapidity 
does not diminish so long as the bleeding is unchecked. The 
temperature is sub-normal. If the haemorrhage continue un- 
abated a colder greyness slowly creeps over the countenance, 
the voice becomes feeble, the sight is dimmed, the fingers be- 
come while and rather cold, and the patient now speaks but 
little or only in answer to direct questions. Still, however, the 
mind remains clear and the patient is often acutely observant of 
all that passes around her. I have known a patient in this con- 
dition, rescued from imminent death by operation, speak after- 
wards of several things connected with her operation of which at 
the time it was thought she was practically unconscious. It is 
needless to try to trace the symptoms any farther — the patient is 
dying — and if anything is to be done to save her life it must be 
done at once. 

In some of the worst cases (the symptoms of which I have 
been attempting to describe) there are no pelvic or abdominal 
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signs of any definite importance or certainty. The haemorrhage 
may come from a very little swelling near the cornu of the uterus 
and if the latter be inclined to retrovert the tubal swelling may 
be inaccessible. The blood is fluid ; it is continually pouring or 
dribbling into the abdomen and the patient never has vitality 
enough for any kind of inflammatory reaction. In addition, the 
patient may be stout, the abdominal parietes thick, and a satisfac- 
tory bimanual examination be altogether impossible. Then 
without any sign directly pointing to the tube the symptoms of 
internal bleeding must be our ground for action. Fortunately, 
however, in the majority of cases, there is additional, and some- 
times abundant evidence to be obtained- by careful examination. 
Sometimes a tumour is to be distinctly felt at one side of the 
uterus — sometimes a "decidua" has been i^sissed per vagtnam ; 
usually the pouch of Douglas may be felt distended by blood- 
clot, the sensation of an ill-defined but full and boggy swelling 
being communicated to the finger of the examiner. In one case 
I detected absolute fluctuation of the blood through the abdomi- 
nal walls before opening the abdomen, and other indications of 
blood in the abdomen may be elicited by percussion — dulness 
in the flanks very slowly changing with changes of position 
(Mayo Robson) — while in all cases which survive the first few 
hours, and in which the bleeding is temporarily checked, there 
si difficulty in the passage of flatus and motion — the patient 
suflers from considerable abdominal pain and, in short, the signs 
are present of peritonitis as well as those of recent haemorrhage. 
In these cases it is but very rarely (if ever) that any evidence 
pointing to pregnancy is to be obtained from the condition of 
the breasts or areolae or from the sensations of the patient. 
These are always feeble and more often wanting in the early 
stages of extra-uterine pregnancy, and any search for them with 
reliance on their importance will probably increase doubt at a 
time when certainty and action are of the utmost value. 

Now as to differential diagnosis : in a case of early rupture 
with diffuse haemorrhage the symptoms are so notably sudden 
and instant in their origin that there is but small danger of any 
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other affection being suspected save those of similar acuteness. 
To one unversed in gynaecological disease the idea of poisoning 
is apt to come uppermost. Gastric or intestinal perforation from 
ulcer of the stomach or acute appendicitis may also be suspected. 
In all of these there may be the same sudden onset, but except 
as a curious and improbable coincidence there would not be the 
contemporaneous presence of an irregular blood-discharge from 
the vagina, and the history, however poor, of some delay in the 
appearance of the period. In all of these, too, the immediate 
pain and distress are much more violent than in haemorrhage, 
while in gastric perforation (which usually occurs in young un- 
married women) and in acute appendicitis there are antecedent 
symptoms or attacks which point to the stomach or the appendix 
as the source of trouble. As a matter of fact the question of 
these diseases has occurred to those concerned rather as post- 
mortem doubts and fancies after the patient has died than as 
serious diagnostic difficulties during life. The chief danger of 
the practitioner in my own experience has been to under- 
estimate the importance of the condition before him. The 
medical attendant has been unaflfectedly surprised at the con- 
sultant's diagnosis, and in one case he was evidently incredulous 
until the blood was pouring out of the opened abdomen. It has 
been the difficulty of making any diagnosis at all rather than the 
making of a wrong one which has usually been the stumbling- 
block, and in two of my cases a physician was the first consul- 
tant who was sent for. In both of these cases I am happy to 
say the condition was recognised by the physician, and the 
surgical interference recorded was the result of his diagnosis. 

Our next consideration is the diagnosis of an unruptured tubal 
pregnancy — of tubal mole and of peri-tubal haematocele. In the 
preceding section, when dealing with early rupture and diffuse 
haemorrhage, we found that of the three chief factors which goto 
form the diagnosis, the symptoms— symptoms of internal 
abdominal bleeding — were on the whole the most reliable, that 
the history was of next importance, and that the physical signs 
of any tumour (although of the utmost value when present) were 
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uncertain and might be practically wanting. As we proceed 
with our subject and discuss later and still later developments of 
extra-uterine pregnancy we shall find both history and physical 
signs increasing in value, and it is to these, therefore, that we 
shall mainly direct our attention ; but at all the stages referred 
to (except the very latest) diffuse internal haemorrhage may 
intervene and add its special signs and symptoms to those 
already present. 

The previous history of the patient — the history before the 
pregnancy begins — is of some importance. There is a certain 
amount of well-being of the genital organs which is probably 
necessary for conception to take place, and in any case of 
pregnancy, whether uterine or extra- uterine, the patient has 
usually been moderately well and free from any marked pelvic 
trouble immediately before the act of impregnation. This period 
of ante-pregnant or ante-amenorrhceal well-being, which is of 
little or no importance in normal pregnancy, is worthy of special 
attention when there is a possibility of misplaced pregnancy, 
because the tumours with which this is liable to be confounded 
have usually some history of illness rather than of health 
immediately preceding their formation. Again, in rather more 
than^half the number of cases of extra-uterine pregnancy several 
years have elapsed since the last normal pregnancy took place, 
and although the absence of this interval is of no diagnostic 
significance (as the accompanying tables will show), its presence 
in a suspicious case may be held as slightly increasing, that 
suspicion, and as being in accordance with the history of other 
recorded cases. 

From the consideration of these two points we pass on to the 
history of the pregnancy itself. It is obvious that as the dura- 
tion of the pregnancy increases so must its history be traceable 
for longer and still longer measures of time, and the chief sign 
which marks this is the absence of the normal menstrual period 
— not necessarily the absence of all sanguinolent discharge, but 
the absence of the normal period in its usual course. Some 
critical discrimination is often needed in order to arrive at a just 
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conclusion on this point. For instance, in tubal mole (as I 
pointed out in 1894), there is often no definite history of 
amenorrhoea — that is, the patient has never gone "over her 
time " without vaginal loss, and if carelessly questioned, such a 
patient will probably answer that she has been "regular" 
throughout, but that the present period is unusually protracted. 
On closer inquiry (of the same patient) we may, however, 
probably elicit the fact that the haemorrhage which has 
been taking place during the last three or tour weeks 
is very different in character from that of a normal 
menstrual period, and the patient has no difficulty in 
fixing a date some seven or eight weeks previously 
when she was last "properly poorly." Dr. CuUingworth has 
recently drawn attention to the characters of the haemorrhage 
observed in this condition. He writes: "The blood is 
almost invariably dark in colour, moderate in amount, thickish 
in its consistence, and steady in its rate of fiow. Gushes of 
bright red blood occur occasionally, but are quite exceptional." 
If we add to this that the haemorrhage is very persistent, and 
that it may carry with it some shreds or portions of decidual 
membrane, all its special features have been noticed. Apart 
from the presence of decidua the most practical point, in my 
opinion, is the contrast often afforded by thi3 bleeding to the 
normal bleeding of the menstrual period in the same individual. 
The type of menstruation often varies but little for years 
together, and it is very rare that an intelligent patient is unable 
to detect the difference. Amenorrhoea, then, together with or 
followed by persistent, dark-coloured uterine bleeding of 
moderate amount, is almost always met with. The haemorrhage 
is usually due to some separation of decidual membrane from 
the interior of the uterus, and is, moreover, a sign that the 
vitality of the pregnancy is endangered or destroyed. So long 
as the pregnancy — although out of place — is growing and 
uninjured there is, as a rule, no uterine bleeding. If the 
decidua be shed it does not follow that the bleeding ceases. 
Haemorrhage continues from the interior of the uterus, while 
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the abortive pregnancy remains as a source of irritation within 
the tube, and in some cases at least I have very little doubt that 
the haemorrhage comes directly from the tube — the tube con- 
taining the mole of pregnancy — bleeding alike into the uterus 
by its open uterine end and into the pelvis by its open fimbriated 
end. 

We now pass to the physical signs elicited by examination 
of the patient. When dealing with the pathological history of 
tubal pregnancy I noticed that one of the earliest and most 
marked phenomena attending its presence was the increased 
vascularity of the parts affected. There is a sign, a very 
constant and valuable one, accompanying this — the presence 
of pulsating vessels in the vaginal vault on the affected side. 
All the branches of the uterine artery are subject to very marked 
enlargement on the side of the pregnancy. It is often easy to 
touch a vessel the ** pulse '' of which is very comparable to 
that of the radial, and, although inflammatory affections may 
sometimes give rise to very similar hyperaemia, the pulsation of 
the vessels is rarely so marked and so easy to elicit as in tubal 
pregnancy. 

The next point is the finding of the extra-uterine tumour. If 
we turn to the sequence of illustrations which I used when 
describing tubal mole and peri-tubal hsematocele,"* we shall at 
once recognise the leading features to be determined (if possible) 
by vaginal and bimanual examination. There is the tubal 
tumour caused by the misplaced pregnancy, its size, shape, 
position, and mobility, and there is the displacement (if any) of 
the pelvic viscera caused by its growth. When haematocele forms 
there may be the opportunity perhaps of following the alteration 
in the tumour produced by haemorrhage — in watching the 
change from mobility to fixation, the rapid lateral and upward 
growth of the blood-mass, and the change from the insensitive 
little tubal tumour of the healthy and unruptured pregnancy to 
the acutely tender and extending haematocele. For at first, when 
the pregnancy forms within the tube, there is no pain or tender- 

♦ Vide Figs. 8, 9, and 10. 



Digitized by 



Google 



138 Original Communications, 

ness, and it is only by accidental good fortune that the oppor- 
tunity arises for an examination under these conditions. In 
one case seen by me at this stage the patient had nothing to 
complain of except amenorrhcea of five or six weeks' standing, 
but to one side and behind the uterus a little moveable tumour 
was plainly felt which, by its shape and its contiguity to the 
uterus, suggested a tubal rather than ovarian origin. Another 
observer describes the tumour under these conditions as 
" sharply limited from the unaltered part of the tube as closely 
corresponding to the size of the ovum, and as elastic but 
yielding." (Winter.) 

Later, if bleeding occurs within the tube its enlargement is 
not limited to the site of pregnancy, but the whole of the tube 
becomes distended, and this is the stage when the diagnosis of 
the tumour is attended with least difficulty. The tube is not 
only distended but hard, its sinuous curves are easily followed, 
its tubal or ** sausage-shaped " character is readily ascertained, 
and if the haemorrhage be limited to the interior of the tube and 
no blood as yet has invaded the peritoneal cavity, there is still 
but little or no tenderness, and a full examination may be made 
without difficulty or pain. The following illustration (Fig. 36) 




Fig. 36. 
will, perhaps, convey better than words can do what may be felt 
under such conditions by vaginal touch and bimanual examina- 
tion. It also indicates the usual limitations to complete investi- 
gation. The uterus is inclined to retroflexion ; its highest part 
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can, perhaps, be felt bimanually, but whether this be fundus or 
the upper portion of the anterior surface is probably uncertain. 
Behind the cervix a sausage-like tumour is plainly felt closely 
applied to the back of the uterus and probably adherent to it. 
In some cases it seems to partially encircle the uterus like a 
collar. One curve of it is thoroughly felt, and above this the 
beginning of another is just accessible. Beyond this point any 
further investigation by ordinary vaginal or bimanual examina- 
tion may be impossible. Rectal examination will afford larger 
and higher opportunities, but this is inadvisable except in cases 
of serious doubt and difficulty when the patient remains under 
the personal observation of the surgeon. 

While the foregoing is a fair description of the tumour very 
generally found in cases of extra-uterine pregnancy it by no 
means follows that the tumour, or any tumour, is always met 
with in this situation. Sometimes the pregnant tube is alto- 
gether on one side of the uterus, the pouch of Douglas being 
quite empty, and when the uterus is much retroflexed the 
tumour may even be found in the front half of the pelvis, the 
pregnancy lying altogether anterior to the uterus. In this 
situation the tumour is very accessible to the bimanual examina- 
tion provided the bladder be empty. (The use of the catheter 
is always an important preliminary to a thorough examination of 
the pelvis.) 

It might easily be supposed that, as haemorrhage took place 
into the pelvis and the original distension of the tube was 
supplemented by the formation of a hsematocele, so the resulting 
tumour would become increasingly prominent and more easy of 
diagnosis. But it is not so. With every bleeding into the 
peritoneal cavity there is pain, there is some collapse, and there 
is abdominal tenderness persisting for many days. The slightest 
pressure is objected to, the abdommal muscles are contracted, 
deep palpation is impossible, and any attempt at bimanual 
examination is apt to be most unsatisfactory. Furthermore, it 
will often be found on vaginal touch that the clearly-defined 
outlines of the tube are obscured or even lost in the swelling of 
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the hsematocele. There is evidently a tumour present, and it 
appears to be connected with the Fallopian tube, but its upper 
limit cannot be palpated from the abdomen, and its exact size 
and boundaries are uncertain. Here the displacement of the 
uterus, if definite and permanent, will afford valuable evidence 
as to the size of the swelling which causes the displacement 
A little later, if the haemorrhage is repeated and the haematocele 
increases, we find the upper limit of the swelling appearing above 
the pubes. In spite of the pain and abdominal distension there 
is then no difficulty in ascertaining the full extent of the tumour. 
Above one groin we usually find the convex outline of the mass 
arising from below. It is lateral, fixed, tei>der, and bulging, 
and may be conveniently represented in the usual way by the 
accompanying outline illustration (Fig. 37). The convex upper 





Fig. 37. 
border of the mass is well marked. It is sometimes visible, it 
can be felt on gentle palpation, and tends to extend in an 
increasing curve towards the umbilicus. Below this line the 
percussion note is dull; above it the adherent and probably 
distended intestine marks a clearly defined area of resonance. 
This applies to the central portion of the curve ; each end of 
it shades off into inaccessible regions — on the one side toward 
the loin of the affected side, on the other beneath the pubes. 
Examined bimanually the abdominal mass above the groin is 
felt to be one with the tubal tumour in the pelvis and the dis- 
placement of the uterus to the non-affected side (which is now 
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extreme) is marked and unmistakable. This tumour, which is 
usually characteristic of the advanced development of intra- 
peritoneal hsematocele, the result of bleeding from the unruptured 
tube, and which then is produced somewhat slowly or after 
repeated haemorrhages, may also be more suddenly formed by 
later rupture of the tube ; and, so far as physical signs are con- 
cerned, there is no essential difference in the resulting hsema- 
toceles. The same description will accordingly apply to both 
formations. 

Very similar, too, is the tumour formed by an intra-ligament- 
ary pregnancy about the fourth month when the pregnancy is of 
the anterior or sub-peritoneo-pelvic variety. There is no differ- 
ence except that the uterus is liable to be raised as well as 
displaced to the opposite side by the growing pregnancy and 
that in this case one is more liable to meet with the signs of a 
fixed iliac tumour growing into the abdomen above the groin 
without any symptoms of internal haemorrhage, because under 
these circumstances the pregnancy may be uninterrupted by 
accidental changes. Frequently, however, disturbances do arise 
and then no differential diagnosis between the two haematoceles 
is possible until the abdomen is opened. 

The only other tumour needing consideration at this stage is 
that of the typical retro-uterine haematocele when the pouch of 
Douglas is acutely distended, its opening above into the perito- 
neal cavity being temporarily occluded. The condition occurs 
but rarely as the result of tubal bleeding (an example is afforded 
by Case 2), but when it does take place the signs — both abdo- 
minal and pelvic — are very different from those I have already 
described. In the (two) cases I have seen the upper limit of 
the blood-mass was readily felt from the abdomen, but instead 
of being lateral, convex, and bulging it simply formed a hard, 
irregular wall or line stretching right across the abdomen, mid- 
way between the pubes and the umbilicus, the abdomen below 
this line being uniformly hard and dull with coagulated blood 
(Fig. 38). The active, growing, bulging pole of the tumour in 
this haematocele was transferred (as it were) from the abdominal 
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to the pelvic aspect. The abdomen was quiescent ; the pouch 
of Douglas was acutely distended. With one finger in the vagina 





Fig. 38. 
and the other in the rectum the tense elastic swelling of the 
over-filled pouch could be thoroughly appreciated, bulging 
between the two. The leading features of this' haematocele are 
well represented in the following illustration. (Fig. 39.) The 




Fig- 39- 
small intestines lie across and somewhat flatten the upper 
boundary of the blood mass, while the fold of peritoneum 
between the vagina and rectum is transformed into a large sac 
full of blood and serum. 



Digitized by 



Google 



Ingleby Lecture. (43 

The next point is the determination of the size, position, and 
contents (if any) of the uterus. The uterus is nearly always 
slightly enlarged, the enlargement bearing a strong resemblance 
to that of the sub-involuted uterus after confinement and having 
but little in common with the broad and succulent enlargement 
of the pregnant organ. It is slightly thicker and longer than 
normal, as a bleeding uterus generally is, but the cervix is not 
specially soft and yielding, and if this be followed up by the finger 

/'"\ 

\ j^ t4icr^ tund Tumour 

Fig. 40. 
The tumour and the uterus in close relation. 

beyond the vaginal reflexion and the tumour of the extra uterine 
pregnancy or haematocele be encountered in its (close) relation 
to the uterus somewhere in the pelvis, the cervix may often be 
followed beyond and above the lower limit of the tumour and 
the uterus may be felt something hke a finger fixed to one side 
of the tumour. (Figs. 40 and 41.) We have already traced the 
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Fig. 41. 
The tumour and the uterus in cross section. 

early tendency of the uterus towards retroflexion and its later 
displacement to one side of the pelvis. Generally with the 
larger haematoceles produced by recurrent bleedings, and always 
in true retro-uterine haematocele, which we have just been con- 
sidering, the uterus is strongly displaced forwards. When the 
pouch of Douglas is excessively distended it may also be carried 
upwards so that the cervix is difficult to reach. The exact 
position of the fundus and the emptiness or non-pregnant state 
of its cavity are very important, and sometimes very difficult, 
points to determine, but they must be decisively settled 
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before any operation is undertaken. On careful bimanual 
examination, if (as already described) the supra-vaginal 
cervix has been traced upwards by the examining finger from 
below, the direction of the uterus is followed as far as possible, 
and the probable situation of the fundus — ^toward the front or 
the side of the pelvis — is definitely determined. Then, if the 
hand on the outside of the abdomen be carried to this point the 
fingers of the outside hand may often be gently pressed down 
on the summit of the fundus in spite of the larger displacing 
tumour of the pregnancy, and the whole of the uterus may 
be accurately mapped out (bimanually) by the fingers. Some- 
times the conditions — the co-existence of peritonitis and 
abdominal distension — make such examination an utter impos- 
sibility, and then it may not only be allowable, but necessary, 
to pass the uterine sound in order to come to a certain con- 
clusion. Both the passage of the sound and rectal examination 
should, however, be left to the discretion and use of the operating 
surgeon. All other reasonable methods for determining the 
condition of the uterus should have been previously used, and 
the same delicate gauging of the probable position of the fundus 
and Klirection of its cavity as that already described should 
precede the final determination of the curve of the sound and 
of the passage of its tip within the external os. 

We have now concluded the examination of the patient, but 
we have still to consider the symptoms which accompany intra- 
peritoneal bleeding and haematocele. Some have been inci- 
dentally referred to, such as abdominal pain and tenderness, 
distension, and rigidity of the abdominal muscles. The charac- 
teristic feature of these symptoms, as also of the collapse and 
faintness and vomiting generally accompanying them, is that 
they come on suddenly because they are directly due to the 
bleeding, and if the bleeding be slight or moderate they rather 
quickly diminish in intensity or entirely disappear. For 
instance, a patient suffering in this way may feel perfectly well 
all day, be attacked with sudden violent pain at ii p.m., feel 
seriously ill for half the night, have a good sleep towards 
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morning, and be attending to her usual household duties in the 
course of the following day. These attacks, in the same way 
as the bleeding which we have studied before^ are almost 
inevitably recurrent, so that in a large number of cases treated 
by operation we have a clear history of three or four attacks 
before the abdomen is opened. The suddenness of these 
attacks is very frequently surprising to the patient herself. 
One of my patients in whom they occurred during the daytime 
gave a history of a fall with each attack, evidently supposing 
that the pain from which she suffered was the consequence 
rather than the cause of the fall in each case. Some of the 
remarks of the patients are as follows : — " I was suddenly seized 
with pain on the left side of the belly, in the back, and in the 
thigh. I was bent double with it." ** I was seized with sudden 
pain in the lower part of the stomach sooa after getting out of 
bed." " I was seized with sudden pain three weeks ago on 
returning from church on Sunday, violent abdominal pain and 
vomiting being my chief symptoms. The pain was repeated on 
the following Thursday and Saturday and twice during last 
week," Vomiting very generally accompanies the attacks, but 
is not persistent. At first the patient usually speaks of the pain 
as being all over the abdomen, but when questioned can gene- 
rally differentiate one side as being more painful than the other. 
If the bleeding increases, and always if the haematocele extends 
beyond the groin into the abdomen or really fills and distends 
the pouch of Douglas, the condition of the patient becomes' per- 
manently serious — she is confined to her bed with abdominal 
pain and tenderness. She is, as a rule, visibly anaemic from the 
loss of blood ; there is either present or there is the clear history of 
some acute peritonitis following the last attack. The pulse is quick 
and feeble — probably 120 or more. There may be considerable 
pyrexia, the temperature rising to from loo* to 103** F., and in 
a certain proportion of cases there is slight but decided albu- 
minuria. This last symptom appears in some way to be directly 
due to the blood effusion, for in the cases in which I have 
observed it it has promptly disappeared after operation. The 
K 
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pyrexia in intra-abdominal hsematocele is probably due to re- 
absorption of blood, and need not be regarded as septic When, 
however, the peritoneum has been lifted from the rectum or the 
pouch of Douglas is shut ofT from the rest of the peritoneal cavity, 
and this is acutely distended with blood, septic changes may occur 
and the pyrexia then is of a diflferent character. The proximity 
of the rectum, the anterior coat of which is stretched and thin or 
the serous covering of which may be defective, favours the 
passage of septic matter from the bowel into the haematocele ; 
decomposition of the blood slowly occurs, and the temperature 
may gradually rise to 104** or 105® F. The iliac haematocele or 
the pouch of Douglas becomes further distended by inflammatory 
effusion, and all the symptoms of septic absorption are present. 
Apart from this condition the chief value of the symptoms is as 
a measure of the importance and severity of the internal 
bleeding. The anaemia, the faintness, the collapse, the vomit- 
ing, the abdominal pain, and the peritonitis will vary in direct 
ratio to the bleeding. If such symptoms are produced slowly 
they point to tubal mole with increasing haemorrhage from the 
unruptured tube. If, on the other hand, they aie produced 
suddenly they point to later rupture of the tube. 

With this we complete the consideration of all the elements 
which go to form a positive diagnosis of extra-uterine pregnancy 
before and during those disturbances to its progress which are 
so common in the earlier months— the disturbance of intra- 
peritoneal bleeding and haematocele formation. Let us briefly 
recapitulate them. We have — 

1. A patient within the child-bearing hmits of age, and one in 
whom a pregnancy is possible. 

2. She has recently been in good health. 

3. It is more likely than not that several years have passed 
since her last pregnancy. 

4. There is a history of some amenorrhoea accompanied or 
followed by — 

5. Irregular uterine haemorrhage, dark in colour, moderate in 
amount, and persistent in its course. 
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6. With this there may be the history of the passage of some 
membrane, either in one pouch or bag as a " complete decidua," 
or in two pieces, or in shreds. 

7. On examination pulsating vessels may be felt in the vaginal 
vault on one side of the uterus. 

8. On this side also, and closely investing the back of the 
uterus, there is nearly always a tubal tumour (exceptionally this 
may have a different or curious situation). 

9. This tumour enlarges markedly and suddenly by recurrent 
haemorrhages and by the formation of a hsematocele directly 
continuous with the original tubal tumour. 

10. These haemorrhages are signalised by sudden spasms of 
severe abdominal pain and by transient attacks of peritonitis. 

11. The uterus is displaced by the haematocele at first back- 
wards, afterwards to the opposite side of the pelvis, and 
sometimes forward (against the pubes) (it is very rarely that the 
uterus is permanently displaced downwards) ; and 

12. The uterus throughout, although slightly enlarged, may 
be proved to be empty. 

The differential diagnosis still remains for us to consider. 
Extra-uterine pregnancy under the conditions I have been 
describing may be mistaken for : 

1. Pyosalpinx, with amenorrhcea. 

2. Myoma. 

3. Simple abortion. 

4. Retroflexion of the gravid uterus. 

5. Anteflexion of the gravid uterus; and 

6. Twisted pedicle tumours — (a) of the tube, and {b) of 
the ovary. 

I. Pyosalpinx is usually accompanied by regular menstrua- 
tion, menorrhagia, or metrorrhagia. Every now and then, how- 
ever, in double pyosalpinx (when the ovaries have probably 
been rendered temporarily functionless by dense enveloping 
adhesions) there is total amenorrhcea of from two to three or 
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four months' standing, and then the symptoms and signs may be 
almost identical in the two conditions. The. pyosalpinx will 
afford us a typical tubal tumour, and when both sides are 
affected the tube of the one side is nearly always very much 
more distended than that of the other, so that the main tumour 
is one-sided. The inflammatory thickenings and adhesions 
closely surrounding the tube may simulate a haematocele. A 
pinhole perforation of the distended tube may cause abdominal 
pain, collapse, vomiting, and a consequent attack of peritonitis, 
and in short there may be nothing but the history to guide us 
to a wise and correct diagnosis. Here the immediately pre- 
ceding health or ill-health of the patient becomes a point of 
high importance. If the pyosalpinx be quite recent there will 
still be the history of purulent vaginal discharge preceding the 
pelvic inflammation, while if, as is more probable, the pyosalpinx 
be an acute recrudescence of an old affection, the patient may 
confess to some similar attack two, three, or four years pre- 
viously, and to some tenderness or aching in one side during all 
these years. 

2. The likeness to myoma is most marked when a tubal 
haematocele, not quite recent and hard from coagulation of 
the blood contained in it, is firmly fixed on one side of the 
uterus and is free from all other connexions. Then if the 
observer's mind be fixed on the condition of the uterus 
as a cause for continued uterine haemorrhage, and if on 
bimanual examination he can thoroughly palpate a globular 
immovable " boss " — not specially tender— ^on one side of 
the fundus uteri, he may easily imagine the case to be a clear 
one of myoma. Case No. 37 may be taken as an example. 
Mrs. K. was sent to me as suffering from cancer of the uterus 
causing continued uterine haemorrhage. The cervix was badly 
lacerated and diseased, but no certain sign of cancer could be 
detected. On further examination a hard tumour or out-growth 
was felt extending from the fundus. It moved with the uterus 
and had no other connexions. Here was the source of the 
bleeding. Yes ; but not the source imagined. Instead of the 
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myoma too hastily diagnosed the tumour was a peri-tubal 
haematocele around an early tubal pregnancy. A more careful 




Fig. 42. 
Diagrammatic representation of uterus and tumour as felt in Case 37. 

attention to the history would have prevented such an error and 
would generally direct the thoughts into a right channel when 
extra-uterine pregnancy is present. In the present instance 
there was a history of acute abdominal pain corresponding to 
the formation of the haematocele, and any attack of this kind is 
unknown or very unusual in myoma. 

3. An extra-uterine pregnancy which has resulted in tubal 
mole and haematocele may easily be regarded as a simple 
abortion by any one who depends entirely on symptoms, for 
these may be very similar in both affections, the peritonitic 
pains of the one being closely simulated by the painful uterine 
cramps of the other. On vaginal examination, however, the two 
conditions are at once differentiated or the " abortion " is shown 
to be no simple one by the presence of a tumour outside the 
uterus. When the conditions are unfavourable for full exami- 
nation, . or when there are any grounds for supposing that a 
tumour may be present but inaccessible, great caution is needed. 
The interference that would be right in incomplete abortion 
may be very harmful when the main source of irritation is 
outside the uterus. No. 36 is a case in point. Mrs. L. came 
to my out-patient room at the hospital with all the symptoms of 
an early abortion, and at her first visit I could find no trace of 
any tumour, the abdomen being rigid and the conditions 
generally unfavourable for full examination. The uterus was 
enlarged, the cervix was soft and open, and the haemorrhage had 
been continuous for four weeks. Diagnosis was deferred. 
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Some few days afterwards the uterus was dilated by the physician 
in attendance at the patient's home. Nothing was found within 
it. Severe abdominal pain set in coincidently with the dilatation. 
I saw the patient again, recognised a tubal pregnancy on the 
right side of the uterus, admitted her into the hospital, and 
operated. The tube was ruptured, the placenta protruding. 
There were also recent inflammatory adhesions about the tube 
and uterus. 

4. Retroflexion of the gravid uterus has been recognised by 
most authors as a condition needing careful differentiation from 
extra-uterine pregnancy, because unfortunate cases have been 
recorded in which a distended tube in Douglas's pouch has been 
supposed to be the pregnant retroverted fundus, and an inju- 
dicious attempt at its replacement (?) has ruptured the tubal sac 
and hastened the death of the patient. When one knows this 
and recognises the danger of any interference before a certain 
diagnosis is formed it will be found excessively rare or impossible 
for any similar mistake to recur. The position of the fundus 
must be ascertained by careful bimanual examination ; its 
presence or its absence in front of the tumour must be satis- 
factorily determined. When there is any tumour other than the 
fundus filling the pouch of Douglas the whole of the uterus 
(generally quite straight) is pushed against the pubes ; the cer- 
vix is looking directly downwards, and if the bladder be empty 
the fundus may be felt on gentle pressure immediately above 
the pubes. When the pregnant fundus is in the pouch of 
Douglas there is of course no fundus to be felt in front of the 
tumour. Bimanually the fingers of both hands may perhaps be 
so closely approximated above the pubes that the cervix may 
be felt to be continuous with the posterior tumour and abso- 
lutely free from any other connexion. Retention of urine is 
more common in retroflexion of the gravid uterus while a dis- 
charge of blood (unattended with labour pains) is more common 
in extra-uterine pregnancy. 

5. Anteflexion of the gravid uterus, although but rarely 
recognised as a possible source of error, may occasionally be 
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quite as perplexing as the gravid retroflexion. Whether from an 
unusually high attachment of the impregnated ovum — quite at 
the fundus uteri — or from some other cause less easy to under- 
stand, a pregnant patient, usually a primipara, is sometimes 
found who suffers from severe pains during the early months of 
pregnancy and in whom the two or three months pregnant 
fundus forms a globular elastic tutnour which appears to have 
little or no real continuity with the cervix (Fig. 43). The cervix 




Fig. 43. 

Diagram of anteflexed pregnant uterus with lengthened but 

undeveloped cervix. 

remains thin, hard, undeveloped, pencil-like, and runs behind 
the tumour of the pregnancy as far as the finger can reach. 
Further, it is absolutely lengthened, so that it feels as if the 
whole of an infantile or ill-developed uterus was to be explored 
behind a sac of pregnancy. I have even known a sound passed 
to the top of the lengthened but undeveloped cervix under 
these conditions give almost or quite the normal uterine 
measurement, produce no abortion, and in this way afford to the 
practitioner who used it confirmation of his (mistaken) opinion 
that the pregnancy was outside the uterus. Again, the know- 
ledge that such cases occur is the surest safeguard against error. 
Sometimes the round ligament can be felt on each side of the 
distended fundus, and if so it is certain that the tumour felt is 
the uterus itself. If serious doubt remains in spite of ordinary 
careful methods of examination (which should not include the 
passage of the sound) it may be a relief to remember that extra- 
uterine pregnancy as well as intra-uterine pregnancy in a mis- 
placed uterus does not as a rule cause urgent danger or need 
immediate interference so long as there is no sign of uterine 
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discharge. If the patient be kept in bed she may remain under 
observation until the condition becomes clearer or until a more 
experienced opinion can be obtained. 

6. Twisted pedicle tumours — {a) blood tumours of the tube 
from twisted pedicle, and {b) blood tumours of the ovary from 
twisted pedicle. Small tumours of the tube or ovary arising 
from or increased after twisting of the pedicle are very liable to 
be mistaken for misplaced pregnancies wlucfa have resulted ih 
internal haemorrhage. Not only are the signs and symptoms 
extremely similar, but the physical condition, the resulting 
haematoma or haematocele, may be almost alike in the two con- 
ditions. When accompanied, as they sometimes are, with men- 
strual irregularity the history also may favour the suspicion of a 
tubal pregnancy with haematocele. The sudden abdominal pain 
which characterises the final twist when the return circulation is 
obstructed, the vomiting and famtness which accompany this, 
and the rapid formation of a prominent and tender tumour, are 
all suggestive. The tumour itself, however, is not so intimately 
connected with the uterus as a tubal pregnancy would be. 
Whether formed by the tube or the ovary it has rather the 
character of an ovarian enlargement, and unless adherent to the 
uterus there is quite generally some unoccupied space to be 
discovered betweeij the uterus and the tumour. The following 
cases are illustrative : — 

Mrs. M., aged twenty-nine years, had been suckling her 
second child for six months when she was suddenly seized 
with severe abdominal pain on the left side. The pain 
continued. When examined some days later the following 
note was made: "A soft (cystic) elongated body, probably 
tubal, is felt behind the uterus." The patient had not men- 
struated since her confinement. The case was watched for 
a time and before operation the diagnosis was entered of 
adherent tumour of the left ovary and tube. Abdominal section 
showed a torsion blood-cyst of the left Fallopian tube. 

Mrs. N., aged thirty-seven years, menstruated regularly until 
six weeks ago. On March 24th (five weeks after her last 
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menstruation) she was suddenly seized with severe abdominal 
pain, fainting, and sickness. This occurred at night, and the 
pain has continued ever since. On examination a globular, 
tender tumour of about the size of a child's head was felt above 
the pubes on the right side. The uterus was displaced to the 
left by the tumour ; it was of normal size and appeared to be 
empty. Although displaced by the tumour no direct connexion 
could be made out between the uterus and the tumour. The 
alternative diagnosis was made of right ovarian tumour with 
twisted pedicle or extra-uterine pregnancy in the right Fallopian 
tube with haematocele. Abdominal section showed a black ad- 
herent blood tumour of the right ovary with a three time twisted 
pedicle. 

So far we have been considering the diagnosis of extra-uterine 
pregnancy as associated with various disturbing influences which 
usually destroy the life of the foetus and seriously threaten or 
destroy that of the mother also. 

In tubo-abdominal and in later tubo-ligamentary pregnancy 
both child and mother have escaped or "weathered" these early 
dangers, and if the child be living the diagnosis is much less 
complicated. In most cases there is but little doubt of the 
pregnancy and the diagnosis then mainly resolves itself into a 
differential one between intra- and extra-uterine pregnancy. 
When the child has been a long time dead, and the history of 
the pregnancy is no longer recent, the question of any pregnancy 




Fig.44' 
External configuration of abdomen in Case 3. 
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may be very doubtful, and the diagnosis again may become per- 
plexing and obscure. When the child is living, the ordinary 
history, symptoms, and external signs of pregnancy are probably 
present. There is a history of amenorrhoea corresponding to 
the period of pregnancy with or without some history of transient 
pain and discharge about the time when the foetus escaped 
beyond the limits of the tube. The patient herself has possibly 



Fig. 45- 
External configuration of abdomen in Case 33. 

passed through the troubles and sensations generally incidental 
to a normal pregnancy — the morning sickness, unusual cravings 
of appetite, and the period of quickening. The mammary signs, 
pigmentation of the areola and follicular development round the 
nipple (never very reliable), are more likely to be present than 
wanting. There is turgescence and bluish discolouration of the 
vulva and vagina. The mother is usually very conscious of the 
movements of the child and if she have experience of former 
(normal) pregnancies may perhaps complain of its unusual 
position. 

In tubo-abdominal pregnancy during the later months the 
foetus is immediately recognisable on examining the abdomen, 
sometimes on simple inspection, and always on light palpation 
(Figs. 44 and 45). The foetus and placenta are probably lateral 
or zigzag in position, but the foetus may permit of passive move- 
ment into a more central situation. The ease and clearness 
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with which its various parts can be palpated are quite remark- 
able ; these may be felt to be lying immediately beneath the 
abdominal walls, and the mother may bitterly complain of pain 
from the foetal movements. A limb can, perhaps, be taken hold 
of and the beating of the foetal heart can be heard with unusual 
clearness. The parts of the pregnancy most liable to be mis- 
taken for each other are the placenta and the head. The 
placenta being almost certainly attached to the tube should be 
lower in position. While the hands of the observer are examin- 
ing the child there is no clear indication of any containing sac 
alternately expanding and contracting around the foetus. On 
vaginal and bimanual examination the uterus may be found dis- 
placed to one side of the pelvis, only slightly enlarged and 
obviously distinct from the child. If this be so, the position of 
the child is certainly extra-uterine, and the apparent absence of 
any covering argues a tubo-abdominal pregnancy rather than 
a tubo ligamentary one. 

Is the uterus definitely and decidedly distinct from the 
pregnancy ? This is the all-important question, for nearly every- 
thing I have described as characterising the abdominal position 
of the child may be wonderfully simulated by a normal intra- 
uterine pregnancy when the walls of the uterus are unusually thin. 
This extraordinary thinness of the uterine walls occasionally 
encountered, with or without " hydramnios," or excess of the 
amniotic fluid, has been noticed by many observers. One of 
the first to remark it was Dr. Ingleby, in 1834. In its extreme 
condition it is very curious and needs to be seen in order to 
be thoroughly believed. The fundus uteri cannot be found 
apart from the pregnancy, and this should excite the strongest 
suspicion against an extra-uterine position for the child. If the 
independent existence of the uterus cannot be demonstrated, 
especial care and patience should be employed in watching, 
with the hand on the abdomen, for the slightest indication of a 
uterine contraction. If the loosely-lying limbs of the child do 
temporarily disappear and give place to the rounded arch, how- 
ever feeble, of a containing sac, the presumption is in favour of 
an intra-uterine pregnancy. 
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In tubo-ligamentary pregnancy, before the child is sufficiently 
formed to be detected by palpation there may be an opportunity 
for diagnosing the condition, as in the two cases I mentioned at 
the beginning of this lecture. From the experience there described 
it would appear that in the posterior ligamentary variety the 
tumour of pregnancy may be so centrally situated and the uterus 
so united to it — probably so spread out on its anterior surface — 
that early pregnancy within the uterus is very closely simulated. 
Rectal examination might matenally assist the examiner under 
such conditions, and will, I hope, prove of future service in the 
early detection of this variety. In the later stages of the tubo- 
ligamentary pregnancy when the child is living many of its 
features are very comparable to those described as existing in 
the abdominal variety, but are less marked. The tumour of the 
pregnancy is probably lateral or eccentric. Though contained 
in a sac the latter is very likely not of uniform thickness, and in 
some parts the child may seem to be very near the surface, and 
may be more easily palpated than when in utero. This especially 
applies to the anterior or sub-peritoneo-abdominal variety wheje 
part of the sac of pregnancy may be between the peritoneal 
reflexion and the skin. Abdominal ballotiement of the foetus 
is often very marked and the foetal heart-beats are well heard. 
Sometimes the fcetal limbs are lying in the pouch of Douglas, 
and are then palpated with great facility (Winter). As 
the child has been originally formed below the placenta 
the latter will probably have a higher position than in tubo- 
abdominal pregnancy, and internal haemorrhage from displace- 
ment (with faihtness, blanching, and fatal collapse) may arise. 
The fcetal movements, active and passive {balioitement\ and 
the auscultation of the fcetal heart and of the placental 
souffle, will testify to the fact* of pregnancy, but dependence 
must be placed on careful vaginal and bimanual examination 
for the detection of its abnormality. The cervix is displaced 
and the rest of the uterus is pushed (generally) to one side and 
downwards below the sac of pregnancy. 
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The differential diagnosis at this stage consists in the separation 
of advanced abdominal and tubo-ligamentary pregnancy from — 

1. Normal intra-uterine pregnancy. 

2. Pregnancy in one half of a double uterus ; and 

3. Pregnancy in one born of a bicornuate uterus. 

1. In tubo-ligamentary pregnancies the uterus is in much 
closer relation to the pregnancy than in the tubo-abdominal 
form. It is often intimately incorporated with one side or aspect 
of the sac as it so often is in other intra-ligamentary tumours 
when these form. In spite, however, of this the solid thickness 
of its body traced upwards from below, the undeveloped state 
of the cervix, and the palpable emptiness of its cavity, all 
emphasised more strongly the nearer the pregnancy approaches 
to term, will hardly fail to guide the observer to a right con- 
clusion. If the sound be used to confirm that opinion it must 
be remembered that the uterus is often greatly stretched by the 
growth of the pregnancy, but there will be no free movement of 
the sound within the cavity of the uterus. As already stated, 
regular contractions and relaxations of the sac are strongly sug- 
gestive of an intra-uterine position. Whether these ever occur 
in a ligamentary sac containing some muscular structure is 
doubtful. This is a point which requires further observation. 

2. Pregnancy in one half of a double uterus is only perplexing 
to those who have no knowledge of the condition. The double 
cervix seen through a vaginal speculum will at once suggest the 
possible explanation of any abnormality and the non-pregnant 
uterus can be isolated from the pregnant one by passage of the 
sound. 

3. Pregnancy in one horn of a bi-cornuate uterus is more 
difficult, especially if the non-pregnant horn be considered to be 
the body and fundus of the uterus. The condition (like the 
preceding) is a very rare one, but so also is an extra-uterine 
pregnancy to the ordinary accoucheur. If no serious symptoms 
are present and labour appears to be proceeding as usual, the 
child in one horn of a bi cornuate uterus will probably be born 
without difficulty. In some of these cases, however, there is no 
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perfect communication between the pregnant horn and the 
cervix, and when this is the case the birth of the child is c^tte 
as impossible without operation as it i& in true extra-uterine 
pregnancy. 

In all extKariuerine pregnancies which go to term there is a 
moce or less well-marked period of false labour and with this we 
have certain warnings, opportunities, and signs which should be 
of special interest to the accoucheur. The latter is usually sent 
for on the supposition that labour is beginning and it is of very 
great importance that this opportunity for diagnosis and advice 
should not be neglected. Whenever the cervix is found to be 
small and somewhat displaced and to have no proportionate 
relation to the history and symptoms of a full-term pregnancy 
the case should be thoroughly investigated and a full examination 
made. Especially care is necessary that the complaint of the 
patient be not lightly dismissed as simply a "false alarm." In 
extra-uterine pregnancy the "pains" are abdominal and are 
chiefly connected with the movements of the foetus. They are 
probably accompanied by some vaginal discharge and sometimes 
by the expulsion of membrane. The pains last for several days, 
often preventing sleep. Finally they cease — cease suddenly — 
and the movements of the child are no longer felt. Soon after 
the breasts enlarge and temporarily fill with milk, but no 
encouragement being afforded to its flow, the draught soon 
ceases. All symptoms directly connected with the pregnancy 
(except the enlargement of the abdomen) permanently subside 
and the patient either enjoys a moderate amount of health and 
resumes her usual duties carrying her dead child with her, or 
septic changes occur within the sac, rigors and fever follow, and 
the patient drifts into a "typhoid" state from which nothing but 
the removal of the putrid contents of the sac can rescue her. 

This brings us to the consideration of the second division of 
full-term extra-uterine pregnancy — viz., when the child is dead. 
In tubo-abdominal pregnancy the child is in all cases so easily 
distinguished that notwithstanding all movement is lost there is 
but little real difficulty in the diagnosis. The shape of the 
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abdominal tumour, and especially the detection of the foetal 
limbs through the abdominal parietes, combined with the evidence 
of an empty uterus, will in all cases establish the nature of the 
case. The differential diagnosis from intra-uterine pregnancy, 
which before "term" and when the child was living we found to 
be of first importance, is now (probably) no longer necessary 
and the diagnosis is correspondingly lightened. But in the tubo- 
ligamentary pregnancy, and especially in the posterior liga- 
mentary form, the diagnosis is often rendered exceedingly 
obscure and difficult by the death of the foetus, the more so 
when several months have elapsed since its life was ended. 
Menstruation may have been re-established and the patient does 
not necessarily volunteer the slightest information which would 
direct the mind towards the causation of the tumour. There is, 
of course, no foetal heart-beat, no foetal movement, no placental 
souffley the patient's breasts have lost all indication of a pregnant 
state, and if septic disturbance has already taken place the 
patient may be in no condition to answer intelligently the 
questions of the examining surgeon. There is nothing but the 
large fixed abdominal tumour, the nature of which may be hidden 
by the thickness of its walls (Fig. 46). The suspicion of pregnancy, 




Fig. 46, 

External configuration of the abdomen in Case 4. The inner 
circle near the umbilicus marks an area of less resistance 
within which it was possible to palpate the foetus. 

while the tumour was forming, if alluded to, is so common 
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among all women with gradual abdominal enlargement that its 
significance is very easily unrecognised. No class of case may 
require more painstaking patience and perseverance in its 
investigation. Little by little, however, the history of the 
pregnancy may be gathered. The nine months' slow enlarge- 
ment of the abdomen, the amenorrhoea, the foetal movements (?), 
the spurious labour or something corresponding to it, the history 
of the breast-signs, all should be inquired after and their 
presence or absence noted. Sometimes, on deep palpation of the 
tumour, one may feel the resisting body of the foetus after dis- 
placement of the fluid which surrounds it — a valuable sign, 
which can only be simulated by a solid tumour, probably 
papillomatous or malignant, floating in a cystic cavity. The 
differential diagnosis under these conditions will be from 
ovarium tumour — simple, suppurating, or malignant. The 
mimicry of the last condition to extra-uterine pregnancy with 
retained foetus may be curiously complete. In one case on 
which I operated the patient had a large abdominal tumour 
which had been forming for twelve months. Menstruation had 
ceased from the first appearance of the tumour. The patient 
considered herself pregnant and prepared for the birth of the 
child. The medical man was engaged for the confinement, and 
at the end of nine months some kind of spurious labour (or 
what was taken for such) undoubtedly took place, but no child 
was born. When I saw her some three months later she had 
rapidly emaciated, there was evening pyrexia, and the abdomen 
was greatly distended by an irregular tumour more marked on 
one side of the body. On vaginal and bimanual examination 
the uterus was found to be independent of the tumour and 
empty, and on palpation in the pouch of Douglas the finger, 
after displacing fluid, felt two solid bodies which resembled the 
feet and ankles of a foetus at full term. At the operation there 
was malignant tumour of both ovaries with localised ascites and 
two movable malignant nodules floating in the pouch of 
Douglas. In difficult cases the evidence may be insufficient to 
warrant a certain single diagnosis, but it should be sufiScient to 
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offer an alternative selection, and to guard the surgeon from 
any unpleasant surprises or difficulty after opening the abdomen. 
The clinical diagnosis of tubo-uterine or interstitial pregnancy 
is an impossibility. The nearest approach to it which can be 
made is to recognise that in this form rupture takes place from 
the second to the fourth month, that this is signalised by diffuse 
internal bleeding as in the worst cases of early rupture, and that 
hitherto this has always proved fatal. There is an inter- 
operative diagnosis — the quick recognition of the patholpgical 
condition present — which may be assisted by the consideration 
already given to the aflfection itself and by the study of all 
known specimens. The recognition of the special form of dis- 
tortion or asymmetry produced in the uterus by its presence is 
the only point of practical importance. Its bearing on quick 
operative action will be considered under "Treatment." 

(To be concluded.) 



THE UTILITY OF INTUBATION OF THE LARYNX. 

BY J. ALFRED CODD, M.D., B.SC. LOND., 

HONORARY ASSISTANT PHYSICIAN (lATE HOUSE PHYSICIAN) 

GENERAL HOSPITAL, WOLVERHAMPTON. 
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Difficulties and Dangers. — The epiglottis may be very turgid 
and the parts generally cedematous, and the point of the tube, 
though entering the upper part of the larynx, may fail to get 
through the glottis or even to get as far as it. This can be got 
over by thrusting the left index finger firmly down to the glottis. 
I have nearly always found this succeed, and it is not a bad plan 
to follow systematically. The inexperienced sometimes enter 
the ventricles of the larynx if they diverge from the middle line. 
American laryngologists describe subglottic stenosis as a fre- 
quent obstruction to intubation. 
L 
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The chief danger is pushing down membrane before the 
tube. This occurs very rarely, hut even then removal of 
the tube generally results in the loosened membrane accom- 
modating itself or being expelled. It is advisable, if 
possible, to have tracheotomy instruments at hand in case 
complete obstruction should obtain. It must be remem- 
bered that the tracheotomy tube may also be blocked by 
membrane, or may push the membrane before it in a more fatal 
manner, and intubation has the advantage that there is no 
temptation presented to the surgeon to suck the tube ! I have 
never had any cases dying from this cause. In the cases that 
have died or stopped breathing during the operation, I have 
failed to enter the larynx and got into the oesophagus, and owing 
to the suddenness of the symptoms I am inclined to attribute 
them to syncope, though they might possibly be due to the 
completion of the stenosis by the tube lodging in the oesophagus 
and pressing on the larynx from the back. In fact, in my fatal 
cases the laryngeal membrane has generally been thin and 
friable and unlikely to block the tube. In one case of syncope 
in which I failed to enter the larynx I tried intubation post 
mortem to ascertain if there was any definite reason why I 
failed to get into the larynx during life. After accompHshing it 
I opened the larynx and found the membrane crowded together 
below the tube, being much thicker than usual, so tha^ it might 
have blocked it had I got it in during life. It must be remem- 
bered that the intubation tube enters the lumen of the membrane 
cylinder, while the tracheotomy tube has to perforate it, and 
there is more danger a priori in the latter case. 

In these cases, of syncope the patient has been very much 
collapsed on admission by being left too long with laryngeal 
obstruction, and there has been superadded a journey to the 
hospital. But this syncope would be far more likely to happen 
if an anaesthetic were given. I believe that this syncope has 
been largely due to the upright posture that the patient is made 
to assume, since in one or two cases an arrest of breathing was 
recovered from on depressing the head. It therefore occurred 
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to me that it would be a great advantage if the operation could 
be performed in the horizontal position. But this position has 
the disadvantage that if the patient lay on an ordinary table it 
would firstly be too high, and secondly, it is difficult to get 
straight in front of the middle line of the patient when standing 
by the side of a table without occupying a position of considerable 
constraint. To obviate this I had the simple table constructed 
already described. If either tracheotomy or artificial respiration 
are indicated they can be done at once without moving the 
patient, while the position is admirable if an anaesthetic is 
necessary, which sometimes happens in re-intubation or extuba- 
tion of irritable chronic patients. 

In certain cases where the vault of the mouth is low, or where 
the mouth can not be sufficiently opened, there may be con- 
siderable difficulty in getting the long tube in. In these cases a 
shorter tube or even a short cylinder might be useful. 

While the tube is in there is a danger of obstruction by loose 
membrane. According to Northrup, this may be ascertained 
by (i) croupy cough ; (2) valvular flapping sound ; (3) sudden 
obstruction to expiration and coughing. It very frequently 
happens that under these circumstances the tube is coughed 
up. If it is not the tube should be immediately withdrawn 
and a short cylinder put in (Case 18). These are worn for 
a few hours and the membrane is generally coughed up. 
Failing the cylinders, a feather, or Mackenzie's croup brush, 
guided into the trachea may bring up the membrane (Case 9). 
These cylinders should also be used if at the primary intubation 
membrane is pushed down and not coughed up on removal of 
the long tube, unless the obstruction is complete, when imme- 
diate tracheotomy might be more likely to save life. 

Ulceration of the anterior tracheal wall I have seen with the 
older straight tubes, but not in those with the gentle curve. It 
is however readily recovered from and is not so dangerous as in 
tracheotomy. 

Feeding is accomplished by the Casselbury method. The 
child is placed on the nurses lap and the head hung down and 
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fed with a spoon, so that it swallows up-hill. After a little pre- 
liminary fretfulness it takes food readily by this method. After 
a day or two they can take food quite readily in the ordinary 
way. 

Coughing up the tube sometimes occurs and stenosis follows. 
Generally, serious obstruction does not take place for some 
hours afterwards. But in one of my earlier cases (Case 4) 
sudden and fatal obstruction occurred in a few minutes. Always 
insist on an immediate recall in case of coughing up. 

The chief danger in extubation is failure to use the set screw 
and getting among the soft parts and tearing them by divulsion. 
This could only happen to the careless and inexperienced. If 
no obstruction returns in half an hour no very sudden obstruc- 
tion will come on. 

Schluck-pneumonie, or pneumonia set up by particles of food 
or detached membrane, is a theoretical objection, but has never 
been observed. By the Casselbury method no food enters the 
larynx, and fragments of membrane are generally coughed .up, 
and aspiration of these fragments is equally likely in tracheotomy 
as in intubation. 

Another purely theoretical objection is the vitiation of the air 
by passing over the fauces covered with membrane. It must be 
remembered that in nearly every case of tracheotomy there is 
tracheal membrane for the air to pass over. Besides, the 
disease spreads by contiguity, not by micro-organisms carried by 
respired air. 

The Advantages, — Parents will consent, and consent sooner 
than for tracheotomy. It is a bloodless operation, and requires 
no anaesthetic, and the depressing effect of the latter is avoided, 
especially by the use of the horizontal method. Under favour- 
able circumstances it is much more quickly performed, and 
requires no skilled attendants and no subsequent skilled nursing, 
no more than fauceal diphiheria. The air inspired is warmed 
and moistened through the natural passages, and the depressing 
effects of a steam lint are avoided. The cough is much more 
explosive and efficient, and retention of membrane and mucus 
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is avoided, and therefore there is less tendency to pneumonia. 
In chronic stenosis intubation is invaluable. I have only had 
three cases, two following tracheotomy and one following 
intubation (Cases 33, 34, and 27). It is, in fact, the only 
efficient method of permanently curing chronic strictures. 

I append a few brief notes of my cases of intubation in 
tabular form, also a summary of tracheotomies performed upon 
cases under my care. These latter were mostly done in 1894 
by Mr. Cholmeley in a most skilful manner, and he has also 
done the preliminary intubation on some of the other cases. 
All the diphtheria intubation cases had serum treatment except 
one, who died, and were done from 1895 onward. 

It was owing to Dr. Malet's suggestion that I first began to 
work at intubation, and I must express my indebtedness to him 
for much encouragement and advice, and also to him and Dr. 
Totherick for the free use of their cases which they have afforded 
n>e. I am also indebted to the late Dr. O'Dwyer, whose death 
we so much lament, for kindly supplying me with literature on 
the subject. I have no hesitation in declaring that in spite of 
its drawbacks (which I have endeavoured to clearly point out) 
intubation is by far the better operation. This is emphatically 
so in hospitals, and I believe it will be so in private. The 
rapid, complete, and bloodless relief, with the retention of the 
voice (though but a whisper), cannot fail to be a great gratification 
to the. . parents. Accidents happen rarely; pneumonia is less 
frequent. I should like to see it universally adopted. 

The two following cases, as well as Case 25, though resembling 
diphtheria somewhat, followed an alleged attack of measles. 
The subsequent histories also suggest growth or abductor 
paralysis. 

27. — ^J. T., aged 3, M., admitted Sep. 23, 1897, had rash four 
days ago, said to be measles (no doctor). Began with laryngeal 
stridor this morning. On admission had a fading rash on face 
suspicious of measles; temp. 100*5 to 102*5. Considerable 
laryngeal recession, croupy cough. Intubation. Sep. 27 : 
Extubation. Breathed freely. Quarter of an hour later stridor. 
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in one hour bad recession and intubation. Sq[>. 29 : Extuba- 
tion. Some gingivitis* Oct. 4 : Gums bleed readily. Oct. 8: 
I a.m., breathing stridulous, but settled down. 3 am., another 
attack. 4 a.m., worse. Calomel fumigation hourly. 9.30 , 
worse. Intubation. Oct. 10: Extubation, stridor, and reces- 
sion ; then suddenly stopped breathing. Intubation and arti- 
ficial respiration restored animation after considerable interval. 
Oct. 16 : Extubation. Immediate intubation necessary. 
Oct. 1 8 : Tracheotomy done. Oct. 30 : No air can get 
through larynx. Nov. 1 7 : Attempt at intubation ; tube would 
not pass through glottis. Probe passed through wound into 
larynx; vomited, vomit entered trachea; artificial respiration 
necessary. Nov. 20 : Anaesihetised in horizontal position. 
Lister's sounds passed through tracheal opening into larynx, 
and dilated it up. Then smallest intubation tube passed, and 
then No. 2, then No. 3 vulcanite. Plug placed in wound to 
keep it open, but withdrawn on Nov. 23. Went on well, got 
about well. Feb. 2 : Tube extracted under anaesthetic, but 
had to be replaced. Feb. 9 : Went to convalescent home with 
intubation tube in situ. Readmitted April 4. April 28 : Tube 
extracted under anaesthetic ; recession returned. Tube for six 
years old child inserted. May 7 : Extubation, recession, stridor, 
and cyanosis. Attempt to insert tube for 10-12 years child, but 
too long, so tube for six years child reinserted. Sent to con- 
valescent home May 9. June i : Readmitted. June 7 : 
Another extubation under anaesthetic. Immediate obstruction. 
Tube for eight years child attempted, but failed ; then tried tube 
for six years again, but first attempt failed, and as there had 
been some delay, and thyrotomy had been determined on, 
tracheotomy was done by Mr. Cholmeley. July i : Thyrotomy 
by Dr. Deanesly. There was much oedema of the tissues of 
the cords and ventricular bands, and stenosis of the cricoid 
ring. The right cord was completely removed, the cricoid was 
nicked and divulsed, and the tissues generally were scraped 
freely. July 14 : Intubation tube passed with great difficulty, 
and plug put in tracheal wound. Still under treatment. 
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28.— W. G., aet 4, M., admitted Dec. 9, 1897. Three weeks 
before had measles and bronchitis ; two hours ago began to 
have croupy cough. There was d3rspnoea, recession, and croupy 
cough \ no pyrexia, no membrane. Tube inserted three hours 
after. Urine, very minute trace of albumen. Dec. 13 : Extu- 
bation. Stridor and recession at once, which very rapidly got 
worse. Three unsuccessful attempts made at intubation, and 
he became very cyanosed, and so tracheotomy was done. 
Jan. 13 : Still unable to breathe through larynx. If tracheotomy 
tube is removed wound collapses. Anaesthetised. Wound had 
to be kept open with short tube while intubation was done. 
Tube for three years child inserted, then tube for ^\q. years 
child. Wound plugged. Jan. 25 : Extubation under chloro- 
form. Forty minutes later obstruction returned. Short tube 
inserted in tracheotomy wound and larynx examined under 
chloroform. Cords clean, but do not move. No growth seen. 
Intubation. Feb. 10 : Extubation. Rapid supervention of 
dyspnoea and intubation. Feb. 16 : Extubation and intubation. 
Mar. I : Extubation. Air way clear. Mar. 3 : Again recession 
and cyanosis. Tube replaced. Mar. 10 : Extubation. Breathing 
free. Mar. 12 : Stridor and recession following coughing. 
Intubation necessary. Mar. 14: Final extubation. Discharged 
May 9, cured. 

29. — Por Acute Laryngitis. — M. L., aet. 2, F., admitted 
Feb. 24. Had a cold for a week, croupy cough for three days, 
stridor and dyspnoea for a day. Does not look ill ; colour good. 
Considerable stridor, marked recession, croupy cough, very 
restless. Calomel fumigations at first relieved, but symptoms 
became worse about midnight, so intubation done. Tube 
removed on fourth day. Breathes comfortably. No bacilli 
diphtheriae found in mucus attached to removed tube. Cured. 

30. — For (Edema of Larynx, -r-C2iSQ of scarlet fever, aet. 3 (?), 
suddenly developed laryngeal stridor. Intubated, and extubated 
on fourth day. Cured. 

31. — Case of measles with pneumonia, aet. 2 (?). Had recession 
and cyanosis. Two tubes of different sizes inserted. Neither 
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gave any relief, so obstruction was probably lower down, and 
tube withdrawn. Died. 

32. — For S^cald of Throat. — ^t. 4 (?). Tube removed next 
day. Cured. 

33 — For Obstinate Chronic Stenosis. — B. M., aet. 4, M., 
admitted Nov. 10, 1894. Ill for a week. Cyanosis, recession. 
Tracheotomy at once by Mr. Cholmeley. Piece of membrane 
coughed up. No pyrexia. Could not tolerate removal of tube. 
Nov. 13 : Fenestrated rubber tube inserted. On blocking outer 
opening he emitted a croaking sound, but could not inspire 
through the larynx. Put on heavy course of mercury without 
avail. Jan. 14 : Anaesthetised, Intubation tube would not 
pass, but passed Lister's sounds through wound into larynx and 
dilated it up till tracheotomy dilator could be passed, then 
smallest intubation tube passed. Jan. 21 : Tube removed and 
next size passed. Jan. 24 : Tube for four years old child intro- 
duced. Jan. 31 : Extubation and reintubation. Feb. 8 : Again 
extubation and intubation. While tube was out could breathe 
without stridor. Feb. 16 : Final extubation. Can only whisper. 
Feb. 1 7 : Can phonate well and sing. 

34. — W. D., aet. 22, M., admitted Jan. 22, 1896. Had 
well-marked history of syphilis. In Jan. 1895 was admitted 
into Birmingham General Hospital under the care of Mr. 
Heaton, with laryngeal dyspnoea of gradual onset, and a few 
days later the dyspnoea became extreme, and Mr. Leedham 
Green did tracheotomy. He was never able to do without the 
tracheotomy tube. On admission here he could not do without 
his tracheotomy tube ; the cords are red and do not move in the 
arytenoid region. There i? a granulation mass below the 
anterior commissure. There are abundant syphilitic lesions. 
A laryngeal probe was passed into the larynx and out at the 
wound, and the larynx divulsed antero-posteriorly. Then a 
fenestrated rubber tube was inserted and the outer hole blocked 
for intervals. On Feb. 7 th he could wear it all day plugged, 
but had to withdraw the plug at night. Feb. loth : Smallest 
adult intubation tube inserted with laryngoscope and immediately 
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coughed up. Next size inserted and coughed up in five 
minutes. Tracheotomy tube then replaced and next day the 
next size intubation tube inserted, the wound being closed with 
a plug. The next day he could take food readily in the erect 
posture. This tube was coughed up in a week and he could 
breathe quite readily. He was discharged on March 35th, 1896, 
and has been under observation since. Once he had an attack 
of acute laryngitis which threatened to cause trouble, but it 
subsided under one local application of silver nitrate solution. 

CASES OF TRACHEOTOMY. 

(Operations by W. F. Cholraeley, Esq., F.R.C S.) 



For Diphtheria 




For (Edema of Latynx. 


Age No. 


C. 


D. 


Age. No. C. D. 


2-3 4 





4 


In Scarlet F^ver -4101 


3-4 I 





I 


In Hepatic Cirrhosis 13 i i 


4-5 2 


I 


I 




S-6 3 





3 




8 I 


I 








II 2 9 Total 13 2 II 

N.B. — Only 4 of these cases were treated with Serum ; 
I cured, 3 died. 



MEDICAI. ABSTEACTS. 



NEUROLOGY. 

BY DOUGLAS STANLEY, M.D., M.R.CP. 

Acute Encephalitis, — Encephalitis, or polio-encephalitis, is a 
lesion which has attracted considerable attention from neurolo- 
gists, and there is now an interesting amount of literature 
bearing on the subject. It is thereiore possible to point out 
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broadly the clinical characteristics, diagnosis, and prognosis of 
the disease. From a review of the recorded cases, the most 
logical conclusion seems to be that the condition is apparently 
a toxic one, and that the various specific diseases play an 
important part in its etiology. Thus, since the beginning of 
the recent series of epidemics of influenza a large number of 
cases have been recorded, and, in a series of cases described by 
Oppenheim, whose contribution is one of the most valuable, 
influenza is a factor in several; while Freyhan, Nauwerck, 
Putnam, Konigsdorf, Pfuhl, and many others, both in this 
country, America, and Europe, show the importance of this 
disease as a cause of encaphalitis. In some cases influenza 
bacilli were found in sections of the brain ; but this is far from 
being the only specific disease which may be followed by 
inflammation of the grey matter of the brain. Fiirbinger records 
a case in which scarlet fever was apparently the cause, cerebral 
symptoms setting in about six weeks from the beginning of the 
illness. A very interesting case is described by Putnam, in 
which mumps seemed to be the cause of the illness. The 
patient was a boy aged 13, who had an attack of mumps in 
November, 1895. ^^ ^®" ^'^1^ ^"^^ symptoms of encaphalitis 
set in, with paralysis of certain of the ocular muscles. The case 
went on to recovery. Other causes, such as alcohol trauma (?), 
endocarditis (?), cerebro-spinal meningitis (?) are also suggested. 
In the case of the last three there would seem to be a necessity 
for further information. Syphilis, on the other hand, is con- 
sidered by some writers not to be a cause of acute encephalitis. 
The following is a review of the symptoms gathered from a 
fairly large number of cases now recorded. The temperature 
may be slightly or not at all raised. Vertigo, prostration, head- 
ache, pain in the back of Ihe neck are variable symptoms, and 
vomiting, though recorded in some cases, is generally absent. 
Paralysis of the ocular muscles in varying degree is as a rule 
present ; in point of fact, ptosis and diplopia may be the first 
manifestation. In other instances bulbar symptoms, paresis or 
paralysis, of somewhat irregular character may be present in the 
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limbs. The facial, lingual, and muscles supplied by the fifth 
nerve may all participate in the disorder. Diaphragmatic 
paralysis may cause death. The tendon jerks are diminished 
or lost, and ankle clonus may be present. Electric reactions 
have in some cases shown diminution and even disappearance, 
but speaking generally they are little changed ; at the same 
time, cases are recorded in which the response to tetanismg 
currents disappeared, constituting the so-called myosthenic 
reaction. In several cases optic neuritis has been found, and 
the pupil reflexes are noted as being sluggish or the light reflex 
lost. The pupils may be unequal. Haemianopsia has also 
been recorded. Complete deafness and tinnitus aurium constitute 
the disorders of hearing. In a fairly large number of cases 
aphasia, both motor and sensory, has been present ; delirium, 
with screaming or stupor, are also noted. Sometimes word 
deafness may be the only affection of the speech system. 
Epileptiform seizures are described by some authors, and were 
markedly present in Putnam's case following mumps. The 
pulse beats may be reduced to 50. The patient may sink into 
a typhoid condition with Cheyne-Stokes' respiration. Bed 
sores, hypostatic pneumonia, oedema in different parts, may be 
present towards the close of those cases which do not end 
rapidly. The majority of recorded cases have occurred in 
children and young adults, though this is by no means a rule, 
for some of the patients were over middle age. 

One important point which has been brought out by a more 
extended knowledge of the disease is that of prognosis. 
In the earlier clinical history, of encephalitis the idea was 
that the condition was a fatal one, and should recovery take 
place it was assumed that the diagnosis was erroneous. This is 
hardly a correct position, and very many cases have been 
recorded by the different authors quoted in which recovery took 
place. Perhaps the most interesting example is that given by 
Wiener, in the winter number of Brain, 1898, in which there 
were two distinct attacks, the second of which was fatal. So 
important is this case that a brief review of its history will not 
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be ou( of place. The patient was a healthy child aged three, 
who fell down a stone staircase. Next day the following 
symptoms began ; — Convulsion, loss of speech, inability to 
walk, peevishness, screaming alternating with stupor, irregular 
temperature and a varying pulse. Increase of reflex action, no 
alteratioo of sensation. The child completely recovered. After 
two and a half years similar symptoms developed, shortly after 
an attack of catarrh of the nose and throat (influenza?). The 
duration of the second attack was about three weeks, when it 
ended fatally. It is evident from this case, as also from the 
series of observations collected by Oppenheim, that recovery is 
not by any means infrequent. 

Polio-encephalitis may conveniently be divided into two forms, 
one the so-called Polio-encephalitis Superior of Wernicke, a 
form with which we have been more or less familiar for some 
time, and in which the grey matter of the medulla and of the 
aqueduct of Sylvius is affected. The second form in reality 
constitutes the lesion to-«rhteh we would now more particularly 
draw attention, and appears to have first been recognised by 
Striimpell. In this it is the grey matter of the cerebral cortex 
which suffers most severely. Bearing in mind the fact that the 
grey matter of the whole central nervous system is liable to 
undergo this change, it is not surprising to find such a vast 
variety of symptoms. Thus, polio-myelitis is well known ; polio- 
encephalitis superior (Wernicke) — chiefly characterised by 
ophthalmoplegia ; polio-encephalitis (Striimpeirs cortical-diffuse), 
causing aphasia ; monoplegias, etc. In this latter form the basal 
ganglia and the cerebellar cortex may participate. Again, cases 
are described in which there has been a union of the lesions 
affecting the different divisions of the cerebro-spinal system — 
polio-encephalo-myelitis. The morbid anatomy of StrUmpelFs 
form has recently received much consideration, and a very full 
description has just been published by Wiener, of New York 
{Brairiy Part 80), the material being taken from the case already 
quoted as coming under his observation. The following is his 
description in brief: — "The dura mater appeared normal in 
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macroscopic appearances; its inner surface was smooth aftd 
shiny, nowhere was it thickened. The pia could be stripped oft" 
in patches from the cortex. At the bottom of the sulci some 
difficulty was experienced in detaching it, atid often pieces of 
cortex would come away with it. The lateral ventricles contained 
only a very small amount of a reddish serous-looking fluid. 
The choroid plexus was filled with blood ; the ependyma was 
smooth; the third and fourth ventricles and the cerebellum 
were of normal macroscopic appearances. . . . The blood 
vessels in the pia were markedly congested and filled with 
blood. Here and there were small haemorrhagic infiltrations. 
There was also noticed an abundant production of cells some- 
what resembling the cells which normally coat the surface 
of the pia. Besides this, a reticulum of very fine fibres 
covered the entire surface of the pia, which appeared 
to be fibrinous. This was the appearance of the pia 
when stripped from the cortex. In some places, on cross 
section, I found it closely adherent to the cortex, and 
presenting the same pathological picture above described. 
Pieces of cortex taken from the hemispheres, and sections made 
from the basal ganglia, pons, and medulla, all showed a very 
characteristic picture. There were many dilated and overfilled 
blood vessels (Fig. 5). The walls of the blood vessel, both 
veins and capillaries, were infiltrated with round cells. The 
intima did not appear to. be affected. The media and adventia 
coats seemed to bear the entire burden. Along the walls of the 
blood vessels, and in the perivascular spaces, numerous wander- 
ing leucocytes could be seen, together with red-blcod cells 
(Figs. 1 — 3). In the region of ihe third left frontal convolution 
(Fig. 2), in the anterior extremity of the first temporal, and in 
the olivary body in the region of the twelfth nerve, capillary 
haemorrhages could be distinctly seen. No necrosis of tissue 
nor actual destruction of nerve elements was observed any- 
where. In regard to the ganglion cells, which were examined 
after the method of Nissl, I found that those which were 
situated in the neighbourhood of haemorrhages and very much 
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diseased blood vessels would not take on the stain very readily. 
Some looked swollen, and so blurred that neither the nucleus 
or nucleolus could be recognised. The whole appearance 
resembled the picture which we recognise as cloudy swelling 
(Fig. 7). The peri-cellular spaces were distinctly enlarged. 
Although several sections were stained for the purpose of 
bacteriological examination, no positive results were obtained." 

The treatment of these cases at present is unfortunately 
unsatisfactory. Expectant methods are very important. Com- 
plete rest and low dieting are necessary. Prophylaxis is neces- 
sarily difficult, as it is impossible to predict the occurrence of 
encephalitis in cases of influenza, etc. On the other hand, it is 
not unreasonable to say that the members of a neuropathic 
family should use the very utmost endeavours to avoid contagion 
in view of this possible result. 

A very typical case of polio-encephalitis is described by Dr. 
H. T. Patrick,* in which the various widespread symptoms and 
irregular course of this disease are strongly brought out. In 
this case the fatal result was due to diaphragmatic paralysis 
Microscopic examination by the author was to a certain extent 
meagre, but at the same time " the capillaries and arterioles were 
enormously distended throughout, and in some places the peri- 
vascular spaces seemed to be also distended," and various cells 
in the different nuclei showed some degenerative changes. The 
author makes a suggestion that the proper treatment of cases of 
this kind would be to wash the blood, by which he means 
copious phlebotomy, with simultaneous transfusion of normal 
salt solution. This suggestion seems theoretical rather than 
practical, and we cannot but think that under such circumstances 
this procedure would prove rapidly fatal, and granted the diffi- 
culty of diagnosis in many cases, the uncertainty of prognosis, 
copious bleeding accompanied by transfusion would seem rather 
heroic. 

Cerebral Diplegia, — During the past year considerable atten- 
tion has been devoted to this subject, and some interesting 

* Journal of Nervous and Mental Diseases, October, 1897. 
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casies of its occurrence in several members of the same family 
have been put on record. One of the most striking group of 
cases is described by Dercura {Journal of Nervous and Mental 
Diseases, 1897). The father of the patients did not present 
anything remarkable in his clinical history. He had been 
married three times, and none of the children of the first two 
wives were affected, while three out of the four children of the 
third wife showed diplegia. The interest of this circumstance 
is enhanced by the fact that a first cousin of the mother's on 
her paternal side was affected by paralysis apparently similar in 
character, the condition being somewhat like the diplegic form 
in its history so far as information could be obtained. The 
mother herself showed nothing abnormal in connection with 
her nervous system, and all the four confinements were uncom- 
plicated and natural. The first child was healthy at birth, and 
up to the age of 16 months showed nothing abnormal. He was 
able to walk and talk, and wa« apparently in every way healthy, 
when he was seized with a severe attack of convulsion, causing 
unconsciousness. After this attack he was dull and showed 
impairment of speech^ and shortly afterwards it was noticed 
that both his legs were stiff and he moved them awkwardly. The 
arms were similarly affected, and this condition went on increasing 
till became under observation at 11 years of age. He showed 
spastic gait, the legs being extended and rigid, speech defective, 
and he became subject to attacks of petit mal His younger 
brother was well till the age of 4, when he contracted measles, 
though not apparently severely. On convalescing he was found 
to be stupid, and both legs and arms were weak, especially the 
right. On examination he presented the characteristic signs of 
diplegia, and, like his brother, was subject to petit mal There 
were also athetoid movements. The younger of the patients 
was attacked by measles (at the same time as his brother the 
last case) at the age of 2, and he also became diplegic and 
affected with seizures. There was considerable mental defect 
in all the patients, and vision did not seem normal. The 
view which Dercum takes of these cases is that their cerebral 
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development proceeded in a healthy manner up to a certain 
time, and that probably in the absence of any untoward cir- 
cumstances their upper neurons would have maintained a 
healthy condition though having slight resistive power ; conse- 
quently a febrile illness or an attack of ordinary infantile con- 
vulsions was enough to overthrow their feeble equilibrium with 
the result just described. In one case such accident took the 
form of convulsions, in the other two of measles, which brought 
th^ future cortical development to a close; in other words, 
cerebral diplegia supervened. 

There are other cases on record of diplegia occurring in 
several members of a family, Brower having observed four cases 
in a family of five children.* In these instances the father's 
history was bad, there being alcohol and malaria present, though 
syphilis was doubtful. There were signs of degeneration and 
also nystagmus. The children were all boys, and four out of 
the five living showed diplegia. Again, Archard and Fressont 
record two cases occurring in sisters. The relation of these two 
cases to Dercum's is curiously interesting, for the elder, at 
1 6 months old, had an acute attack of some kind, though it was 
impossible to ascertain its exact nature. The younger had an 
attack of small-pox when twelve months old. In each case the 
symptoms dated from these events. In the case of these two 
patients there was nothing abnormal on the part of the patients, 
but another child was epileptic. 

The athetoid or choreiform movements referred to in these 
cases have been described in connection with others, and they 
sometimes assume a very marked character. Thus, in a case 
of cerebral diplegia shown by C. R. Mills before the Phila- 
delphia Neurological Society, one of the most pronounced 
symptoms was a tremor *' most marked in the head and right 
arm. The movements are coarse and jerky in character, those 
of the head being lateral and an tero posterior and half rotatory. 
The head, trunk, and extended arm seemed to move together. 

* Medicine, January, 1897. 

t Gaz. Hebdom. de Med. et de Chir., I, 1 896. 
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The tremor of the right upper extremity involves the whole aim, 
and is partly lateral and partly rotatory, and is most marked in 
the hand. The left upper extremity is affected with tremor of the 
same character but less in degree. The left lower extremity is 
more affected than the right, with the same coarse tremor 
laterally and rotatory in direction and more marked distally." 
The other symptoms in this case, together with the history,, 
pointed to its being one of cerebral diplegia, not chorea, as 
suggested by one physician, the very marked amount of tremor 
constituting its peculiarity. 

^ The Morbid Anatomy of Huntington^ s Chorea. — During the 
past year very important additions have been made to our 
knowledge of the morbid anatomy and pathology of this rare 
condition. It may be remembered that this disease is one 
affecting several generations, and characterised by jerky choreic, 
movements and a tendency to dementia. Several cases are now 
on record, but up to the present we have had but scanty 
information concerning the anatomical lesion present. Mftchell 
Clarke* and Joseph Collinsf ha\e recorded autopsies of cases 
under their own observation. In Collinses case speech had 
been very imperfect. There were marked mental symptoms^ 
and the duration of the case was ten years, the patient being 
the third generation affected. On post mortem examination 
there was considerable dural adhesion and thickening of the 
diploe. The pia was non-adhesive. The brain, which weighed 
43)4 oz., showed diminution of anterior convolutions with 
widening and shallowness of the principal fissures. On naked- 
eye section the grey matter was under the average thickness, 
and there was a " mottled streaked appearance and cribriforni 
state in the specimen on cross section of the brain." A micrp- 
scopic examination was made of a large series of sections, the 
result of which was as follows: — "(i) A decay or slowly prp- 
gifessive degeneration of the ganglion cells of the cortex through- 
out the brain, especially of the two deepest layers, the layers of 

. > . . * Brain, Part 78. 1897. 

/ . . t Journal of Nerv. and Ment. Diseases, January, 1898. 
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large pyramids and polyinorphous cells This cell death was 
particuJafly evident in the Rolandic region, very much less so 
in the anterior pole of the brain, and incomparably less in the 
posterior pole. (2) Increase of glia tissue, but not sufficiently 
prominent to constitute sclerosis, the conspicuous increase being 
about blood vessels and ganglion cells. (3) Etilargement and 
distention of the pericellular spaces. (4) Slightly diseased 
blood vessels, consisting principally of a proliferation of the 
nuclei of the adventitia and a thickening of the intima. This 
involvement of the vessels was not regular or symmetrical, but 
showed itself in certain sections of vessels only. (5) Relative 
paucity of the medullated fibres of the cortex. In short, it 
might be said that the lesion was a chronic parenchymatous 
degeneration of the cortex, with consecutive and secondary 
changes in the interstices, the brunt of the disease having 
been borre by the motor regions. There was in consequence a 
degeneration of the pyramidal tracts in the spinal cord." 

In Clarke's case there was a "widespread but partial degenera- 
tion of the cells in the cerebral cortex, especially in the cells of 
the second and third layer, most marked in the frontal and 
motor convolutions, together with an increased amount of 
interstitial tissue and the number of neuroglia cells." Beyond 
seme slight increase of neuroglia the cord showed no lesion, 
differing throughout from the case described by Collins in 
which the pyramidal tracts showed degeneration. These changes 
coincide with what other observations there are already on record 
by Menzies, Oppenheim, and Dana. From all these it would 
seem that the cerebral cortex is the part initially affected, 
but whether the lesion is primarily a degeneration of the nerve 
cells or vascular change followed by nutritive alteration, is 
still a moot point. Comparing these changes with those found 
in fatal cases of severe chorea of the ordinary type, in which 
vascular congestion, haemorrhagic extravasation, and slight 
exudation have been found, there is much to point to the 
cellular lesion being possibly due to an altered nutritive supply. 
Onuf, in discussing the case shown by Collins as reported above, 
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expressed the opinion that the disease is a primary degeneratipu, 
originating in the parenchyma rather than in the neuroglia. 

Another rare disease of the nervous system, to our knowledgje 
of which some slight addition has been made, is hereditary 
cerebellar ataxy. It will be remembered that this condition is 
characterised by the appearance of ataxy occurring in several 
members of the same family : choreiform movements of; the 
head and arms, staggering gait, knee jerks present sometimes 
exaggerated, seldom nystagmus, no deformity of either spinal 
column or limbs, -speech generally defective. These cases as a 
rule appear at a later age than Friedrich's ataxy, with which it is 
possible to confound them. Several cases have now been recorded 
by Nonne, Menzel, Marie, Londe, Collins, Douglas Stanley, 
and others, but the most complete series on record is that 
published by Sanger Brown.* Preparations from one of these 
cases were shown before the Neurological Society of London 
during the past session. Briefly speaking, the following con- 
ditions were found. A considerable number of corpora amylacea 
were discovered throughout the spinal cord, especially in the 
dorsal part in the entrance zone of the posterior roots and 
throughout the posterior columns. There was thickening of 
the pia and increase of the neuroglia. The cells in Clarke's 
column were reduced in number, and some showed degenerative 
changes. In the cervical region changes were much more 
marked, there being a considerable amount of degeneration in 
Gairs column and in the neighbourhood of the septum. The 
thicker fibres in this colun^n and in Burdach's were thinner 
and scarcer than normal. The direct cerebellar tracts were 
diminished in size. There did not seem to be much atrophy of 
the cerebellum, but a certain reduction in the number of 
Purkinje cells was ascertained. At the same time, this change 
was not general throughout the cerebellum. It will be seen 
from this that the changes discoved post mortem were meagre, 
being certainly less marked than in the few cases already 
recorded. At the same time, the fact remains that the micro- 
**" Brain. 1892. 
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scopic findings certainly differed from those of an ordinary 
case of Friedrich's disease. Some support therefore is given to 
the opinion of P, Marie that these cases differ in some very 
marked points from Friedrich's disease, while at the same time 
it must be admitted with Londe that there is much similarity 
between the two forms and that in certain cases they seem to 
combine, the cord showing the lesions usually found in Fried- 
rich'* disease, while extensive atrophy of the cerebeltom may 
also be present. 



REVIEWS. 



THE BLOOD : HOW TO EXAMINE AND DIAGNOSE 
ITS DISEASES.* 

This work is meant to apply rather to the pathological and 
microscopic characters of the blood than to a clinical description 
of the various diseases in which the blood would seem to be 
the tissue primarily affected. The author consequently opens 
with an extensive consideration of the methods of examining 
the blood corpuscles, both numerically and by staining-and the 
classification of different cells by means of their reaction to 
colours. From an extensive experience in staining, the writer 
comes to the conclusion, as others have done before him, that 
the Ehrlich-Biondi method of staining is unsatisfactory. " The 
colours are more or less blurred, and as the green colour of the 
nuclei is very indistinct, there is a considerable difficulty in 
obtaining a good insight into the nuclear structure." As a 
method of fixing films, a mixture of equal parts of alcohol ^nd 
ether is recommended by the author, and for a large majority 
of purposes this is in our experience a highly serviceable method. 
The general morphology of the blood occupies a considerable 
space and is principally compiled from the works of Hayem, 

* The Blood : how to examine and diagnose its Piseaises. By Alfred 
C. Coles, M.D. London : J. & A. Churchill. 
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von Limbeck and others. As regards nucleated red blood 
corpuscles, the author states that he has frequently found them 
in several forms of primary and secondary anaemia, and considers 
that they ought to be expected when the oligocythaemia reaches 
two and a half million per cmm., and that they are significant 
of an effort oathe part of the bone marrow to make 13 p a 
deficient number of red cells. The various forms of white 
corpuscles are described at considerable detail with the aid of 
some very excellent hthographs. The conditions under which 
these cells vary are fully described. Following^^Hayem, the 
author gives four degrees of anaemia, a classification which is 
useful in practice though somewhat artificial. Having con- 
sidered what we may term the general pathology of the blood, 
its. special characters are. next described as they occur in the 
various diseases, viz., Chlorosis, Pernicious Anaemia, Leuco- 
cythsemia, Hodgkin's disease. Splenic Anaemia, etc. The author 
quotes a case of chlorosis in a girl of 16 with three and a half 
million red blood corpuscles, and in which he found numerous 
nucleated red cells, and he believes that their occurrence in 
this disease is more frequent than is supposed. In this we 
entirely agree with the writer. The pathogenesis of the various 
diseases we consider is somewhat too brief, and as this work is 
one professedly dealing with haemological pathology, we should 
have expected to find more detail as to the possible causation 
of blood diseases. We-notice that the author makes the state- 
inent that in Hodgkin's disease the blood practically shews no 
special features, at any rate in the earlier history of the lesion 
and when the " patient has become cachectic, then all the signs 
of the anaemia associated with cachexia are present," The 
author does not allude to the point in diagnosis of this disease 
from lymphosarcoma, a question of considerable importance, 
and at times of no little difficulty. Splenic anaemia is described 
. from the writings of others as the author does not seem to have 
bad any cases under his own observation, and with some . of his 
statements we are obliged to disagree, as they are not borne out 
by personal experience in several instances. . The njalarial pwra- 
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site comes in for its due share, and reference is made to the 
condition of the blood in diabetes, the specific fevers, rheuma- 
tism, tubercle, myxoedema, etc. Only a short space is given to 
Infantile Forms of Anaemia, a subject on which we require 
information. On the whole this work, though small, is likely to 
supply a long felt want, for so far as English medical literature 
is concerned, we do not possess any handy manual on haemato- 
logy. 



ELECTRO-PHYSIOLOGY.* 



The first volume of this admirable translation has already been 
reviewed in these columns. This second volume consists of 
Chaps, vi. — xii. Chap. vi. deals with electro-motive action in 
vegetable cells ; vii. treats of the structure and organisation of 
nerve. Then follow three chapters upon nerve-physiology, viii. 
treating of the conductivity and excitability of nerve, ix. of the 
electrical excitation of nerve, and x. of electro-motive action in 
nerve. An account of electrical fishes is given in Chap, xi., 
while the subject of the last is the electro-motive action in 
the eye. 

In Chap. vi. is contained an interesting account of the elec- 
trical conditions and manifestations in certain vegetable cells, 
particularly those of the leaf of Dioncea and the pulvinus of 
Mimosa, Due prominence is given to the researches of Prof. 
Burdon-Sanderson, which are so well known in this country. 

The following chapter gives a detailed account of the com- 
parative histology of the nerve-fibre, with a special account of 
the minute structure of the axis-cylinder, whose fibrillated 
structure is believed to be universal throughout the animal 
kingdom. 

In the account of the conductivity and excitability of nerve 
there is necessarily some preliminary discussion of the anatomical 
connections between nerve-cells and nerve-fibres, and of the 

* Electro- Physiology. By W. Bitfdermann. Translated by Frances A. 
Welby. 8vo. Macmilian. 1898. Vol. ii. 
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mode of division of nerve-fibres. The rate of conductivity in 
rterve, the action of ansesthetics upon the conductivity, and 
theoretical considerations arising therefrom are next treated, 

Chapters ix. and x. constitute the greater bulk of the volume, 
and treat of the larger number of facts and theories in general 
nerve-physiology. 

The account of the electrical fishes is full of information 
concerning these remarkable animals. Much work has been 
done upon the histology and physiology of the electric organs, 
and a complete historical narrative will be found in this 
chapter. The most recent work is also included, and a copious 
bibliography appended. 

The work is essentially one of reference for advanced 
students, constituting a rich mine of information on all branches 
of electro-physiology. It will also be of considerable service to 
teachers and original workers, for though such in most cases 
prefer to consult the original papers, yet an English translation 
of Biedermann's work will often give useful guidance as to the 
limits of our present knowledge in particular cases. 

The translation is well done, and Miss Welby is to be con- 
gratulated upon the most satistactory completion of her arduous 
task. There are, however, a few slips, such as, for instance, on 
page 41, where cydostoma is written for cydosiomata. This 
might.be puzzling to a student, since cydostoma is an invertebrate 
animal. 



ORTHOPEDIC SURGERY.* 

As is always the case with the medical publications of the 
Rebman Publishing Co*, this volume is well printed on good 
paper and is well illustrated. If we may take Dr. Moore as an 
example, American surgeons evidently embrace under the head 
of Orthopaedic Surgery a far wider range of subjects than we, in 

♦Orthopaedic Surgery. By James E Moore, M.D., Professor of Ortho- 
psedia and of Clinical Surgery in the College of Medicine of the University 
of Minnesota, etc. With 177 illustrations ; pp.354. London: The Rebman 
Publishing Co. (Ltd.) 1898. 
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this country, are accustomed to include; for the volutne before 
us includes descriptions of such subjects as pseudb-hypertrophic 
paralysis, acute anterior poliomyelitis, acute suppurative arthritis, 
sprained ankle and tubercular arthritis. Entering more into 
detail, we may say with confidence that the information conveyed 
by the book is sound and good, but that the various portions 
are of unequal value and that passages occur here and 
there, which seem carelessly worded and are calculated to con- 
vey an inaccurate impression to the reader. As an example of 
this class of statement, we take the following, viz., that, in cases 
of scoliosis, the mammary gland on the side corresponding to 
the convexity is atrophied. Certainly the thoracic wall in that 
side is flattened, and this gives an appearance of flatness to the 
breast; but, to say that the gland is atrophied is surely inac*- 
curate. 

The sections on treatment are by far the best part of the book. 
The author enters into a full discussion of various methods of 
treatment, but he gives the reader guidance by stating clearly 
what are his own opinions on the subject. We are glad to see 
that he deprecates the use of mechanical supports in scoliosis, 
except in exceptional cases, and he says that; even then such 
supports are not curative. The chapter on the treatment of 
talipes is specially good and practical. Dr. Moore advocates 
Phelps's operation in the treatment of obstinate talipes equino- 
varus and we think he does so rightly, for in our experience 
this is a most valuable operation, especially in those cases 
where tenotomy has failed and where there is great tension of 
the soft parts on the inner side of the foot. In speaking of weak 
ankles, so common in children, the author says, " The condition 
is simply a lack of strength in the muscles supporting the ankle, 
and has a natural tendency to improve as the child grows older 
and stronger." Then he goes on to advocate as the treatment 
for this the use of boots with steel uprights. We are quite 
aware that this is a common treatment, and we cannot help 
feeling, from our own experience of such cases, that it is no 
more the rational and proper treatment than is the treatment of 
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scoliosis by the use of mechanical supports. In the section on 
sprains we are glad to see that the author advocates the treat- 
ment by complete fixation, and that he says, " It is a mistake to 
insist that an injured joint must be used from the first to 
prevent ankylosis." n 

The chapters on tubercular disease of joints give much useful 
information, especially, as we have said above, in regard to 
treatment. 

While taking exception to some of the author's opinions, we 
feel that we can without hesitation recommend this book as a 
valuable addition to the literature of Orthopaedic Surgery. 



PATHOLOGICAL TECHNIQUE.* 

This is a work designed for practical use in the prosecution of 
pathological research. The plan followed is a good one, in that 
the student is first instructed in post mortem examinations. The 
methods of examining gross lesions are carefully described, and 
thus the reader from the first is enabled to realise the beginning 
of the pathological problem involved in every examination. 
The second part of the work deals with bacteriological examina- 
tion, and the various methods and formulae for the preparation 
of media are clearly given. This portion of the work is also 
well illustrated, and the different pyogenic and pathogenic 
organisms are accurately described under the heading of 
Bacteriological Diagnosis. The third part of the book deals 
exclusively with histological methods. The authors' object here 
has evidently been to collect together the latest methods for the 
histological examination of different portions of the body. As 
might be expected, neurological examinations take up a large 
part of this section, the different Golgi methods, Exner's and 
Heller's methods, all being carefully detailed. Throughout 
this portion of the work the system followed is to give the steps 

* Pathological Technique. By Frank Burr Mallory and James Homer 
Wright. London : The Rebman Publishing Co. 
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of procedure in order and number. The result is that the 
student is able to follow a wholly new method with ease, as he 
can see at a glance the next step to be taken. The authors 
have refrained from long descriptions in this portion of the 
work, a point which adds considerably to its practical value. 
Taken as a whole, we consider the book a fairly complete 
manual for the pathological laboratory and one which is certainly 
destined to be useful. 



ANNUAL AND ANALYTICAL CYCLOPEDIA 
OF PRACTICAL MEDICINE * 

We have received the first instalment of Dr. Sajous' new Annual 
of Practical Medicine, in connection with which an alteration in 
scheme has been adopted. For the last ten years the annual 
has taken the form of a series of long articles on the various 
departments of medicine, in which the advances made in those 
departments during the past year have been recorded in con- 
nected series. The difficulty of finding particular references, 
and the complete omission of all mention of those subjects in 
- which no new work had to be recorded, has seemed to Dr. Sajous 
to demand some change of plan ; and accordingly an alpha- 
betical arrangement has now been adopted, and the book will 
include a summary of all the work done in connection with each 
subject during the last nine years. Such a reconstruction must 
have involved an enormous expenditure of labour on the part of 
Dr. Sajous and his assistants, but they are to be congratulated on 
the great improvement in the usefulness of the work which has 
resulted. The first volume contains a marvellously complete 
account of all the important medical work done during recent 
years, and if the other volumes come up to its standard, as they 
are sure to do, a very important work will have been published. 

* Annual and Analytical Cycloppedla of Practical Medicine. By Charles 
E. Sajous, M.D., and One Hundred Associate Editors, assisted by Corres- 
ponding Bxiitors, Collaborators, and Correspondents. Volume i. Phila- 
delphia, New York, Chicago : The F. A, Davis Company. 1898. 
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FORENSIC MEDICINE AND TOXICOLOGY.* 

Dr. Dixon Mann's work on Forensic Medtcine and Toxicology 
has from the first established itself as the leading book on the 
subject, and its position is even strengthened by the alterations 
introduced into the second edition. As far as we can judge 
these are jiot very numerous, though a close comparison of the 
two editions would probably show that many points have 
undergone careful reconsideration. The sections- <5h Death 
from the Electric Current, on Life Assurance, and on Poisonous 
Foods, have, however, been re-written ; whilst short sections on 
the Obligation of Professional Secrecy, on Sudden Death from 
Natural Causes, on Blood Poisons, and on the Post-mortem 
Imbibition of Poisons, have been added, with the result of 
enhancing the value and completeness of the work. The book 
is entirely worthy of the very high reputation which it has 
acquired. 



BURDETT'S HOSPITALS AND CHARITIES, iSgS.t 

The main interest of Sir Henry Burdett's annual volume always 
centres in the few preliminary critical chapters.* The rest of the 
book does not admit of much variation ; it cannot exceed its 
own level of accuracy and completeness. This year, special 
attention is given to the charitable outcome of the Diamond 
Jubilee, with the result of showing that a very large addition 
was made to the combined funds of the various charities of the 
country. There is as usual an instructive analysis of the results 
and methods of the Hospital Saturday and Sunday movements. 



♦ Forensic Medicine and Toxicology. By J. Dixon Mann, M.D„ 
F.R.C.P., Professor of Forensic Medicine and Toxicology in Owen's College, 
Manchester ; Examiner in Forensic Medicine in the University of Lohdon) 
and in the Victoria University, etc. Second Edition, revised and ettlargied. 
London : Charles Griffin and Company, Limited. 1898. 

t Burdett's Hospitals and Charities, 1898. By Sir Henry Burdett, 
K.C.B. London : The Scieatific Press Limited. 
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MATERIA MEDICA, PHARMACY, PHARMACOLOGY, 
AND THERAPEUTICS.* 

The recent revision of the British Pharmacopoeia has brought 
about the publication of a third edition of Dr. Hale White's 
well-known text-book. The main part of the work has not 
undergone any material change, and the account of the physio- 
logical and therapeutical action of the various drugs stands 
much as in the last edition. The important changes which have 
been introduced into the Pharmacopoeia however are of course 
fully represented in the present publication. The text- book is 
clearly and, as far as is possible in connection with such a subject, 
interestingly written, and well deserves the reputation which it 
has gained. 



%* Authors can have reprints of articles at the following 
rates : — 
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* Materia Medica, l*harmacy, Pharmacology, and Therapeutics. By 
W. Hale White, M.D., F.R.C, P.. Physician to and Lecturer on Pharma- 
cology and 'rherapeutics at Guy's Hospital, etc. Third Edition. London : 
J. and A. Churchill. 1898. 
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INGLEBY LECTURES FOR 1898. 
EXTRA-UTERINE PREGNANCY 

BY JOHN W. TAYLOR, F R.C.S. ENG. 

Lecture IIL-— (Concluded.) 

Treatment. 

The treatment of extra-uterine pregnancy is essentially operative. 
This fact is set forth very strongly in the well-known assertion of 
Werth, who declares that "ectopic gestation must be con- 
sidered as a malignant new growth, and therefore should be 
removed by operation at every stage of its development." This 
is a sweeping assertion, and one or two exceptions must be 
made to it. For example, in the latter half of a tubo-abdominal 
or tubo-ligamentary pregnancy, when no sign of danger is 
present, it may be better practice to wait for operation until a 
time at or about the usual period of delivery, when the child is 
viable and strong, than to operate earlier when the life of the 
child is certain to be sacrificed. Some surgeons have advised 
that we should go beyond this and wait for operation until after 
the death of the child, so as to have, if possible, a less vascular 
placenta to deal with. For my own part, in all cases of later 
extra-uterine pregnancy, with a living foetus and without any 
special sign of imminent danger, I would choose whenever 
practicable the most convenient date in the ninth month on 
N 
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which to operate. I would not wait for any sign of spurious 
labour or seek after exact correspondence with the natural term, 
but I would endeavour to perform the operation under the best 
conditions for both lives concerned. Again, occasionally, here 
and there, a case of ruptured tubal pregnancy or of tubal 
mole with peri-tubal hsematocele recovers without operation, 
and the fact must be recognised and dealt with. I have seen 
five or six cases of such recovery, and there could be no doubt 
of the genuineness both of the disease and of the recovery; 
indeed, in one of these cases, as we have seen, the rupture in 
the tube and the traces of the old hsematocele were plainly 
visible on opening the abdomen some two years later. If my 
own experience can be regarded as at all general or typical, this 
would give a proportion of about 5 per cent, of all cases 
observed which may be expected to terminate by process of 
natural recovery. Is there anything to mark these cases out 
from all the rest ? Not much, I think, for the swelling of the 
tube, followed by the further tumour of the hsematocele, the 
acute attack of abdominal pain and the peritonitic sequel, may 
all be quite as marked as in the majority of cases. But if the 
case recovers without operation the pregnancy is usually 
destroyed by the first (and only) bleeding, and the haemorrhagic 
discharge from the uterus, which during the period of abdominal 
haemorrhage and pain has probably been irregularly abundant, 
absolutely ceases with the definite termination of the pregnancy 
and beginning of absorption, and the patient becomes free from 
pain. Under these circumstances — cessation of growth, cessa- 
tion of haemorrhage, cessation of pain — notwithstanding the 
pelvic tumour of the distended tube and haematocele — it may be 
right to withhold operation and give the patient, by rest in bed, 
by a liberal but non-stimulating diet, and by attention to all 
excretory functions, an opportunity of natural cure. It is 
worthy of note, however, that this natural cure is rarely very 
satisfactory, and that it contrasts somewhat unfavourably with 
operative methods. It requires many weeks or even months of 
rest for complete absorption to take place, and at the close of 
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the process the distortion and fixity of adjacent organs (due to 
the prolonged presence of the haematocele) may still be marked 
and possibly permanent. In some cases, too, the foetus may 
have arrived at a stage of development in which complete 
absorption is impossible, and if so, although apparent recovery 
should follow, there may be no finality about it. Months or 
years afterwards suppuration may occur about the retained 
foetus, and the evils connected with this prove very much 
greater than those encountered at the earlier disturbances. 
Finally, in all cases the danger of waiting— the danger of 
temporising when any symptom of collapse or pain is present — 
should be thoroughly recognised and appreciated. So far as we 
know at present, if 5 patients may possibly weather the storm 
by months of rest 95 patients will die if surgical aid is withheld. 
Now, what is the prospect or prognosis after surgical treat- 
ment? In my own series of cases 37 cases of all kinds are 
, reported with 36 recoveries and i death. In Mr. Tait's list 
published in 1888 we find 42 cases with 40 recoveries and 2 
deaths, and in Mr. Mayo Robson's cases recently reported 23 
cases with 22 recoveries and i death. I have some reason to 
know that while these results are all very good they are not 
specially exceptional. If I turn to the statistics of the chief 
hospital with which I am connected, the Birmingham and 
Midland Hospital for Women, I find in the decade from i886 
to 1896 that 62 cases of ectopic gestation were operated on 
with 6 1 recoveries and i death ; and smaller series of cases are 
being frequently reported in the medical journals, none of 
which show any high mortality. The mortality of all cases is 
not probably more than 5 per cent. 

The operative treatment of extra-uterine pregnancy may be 
considered under two divisions — viz. : (i) operations in the 
earlier half of pregnancy; and (2) later operations, (i) In the 
first we must consider— operations for diffuse haemorrhage and 
operations for localised tumour, either an intact pregnancy or 
hsematocele ; and (2) in the second division we shall have to 
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deal mainly with the operative delivery of the mother at or 
beyond the period of term under tubo-abdominal and tubo- 
ligamentary pregnancy. 

I. Operation for diffuse haemorrhage may be required in — 
{a) early rupture of the tube ; {b) later rupture of the tube ; {c) 
intra-peritoneal rupture of broad-ligament pregnancy ; {d) rupture 
of a peri-tubal hsBmatocele ; and (e) rupture of a tubo-uterine 
or interstitial pregnancy. The operation here will of necessity 
involve abdominal section. It will be an operation ot emer- 
gency. It will have to be done at the patient's home — very 
possibly at night — under uncomfortable conditions and often 
without skilled assistance. None of these difficulties must be 
allowed to excuse any laxity in surgical asepsis, and therefore 
the operator must himself be prepared to act as his own chief 
assistant, and by order and method reduce his dependence on 
others to a minimum. Some kind of operation table is an 
absolute necessity, for the abdominal cavity will need washing 
out with warm water. Plenty of boiling water must be avail- 
able. The operator arranges his portable steriliser, his instru- 
ments and his sterilised pads (some of which should be of large 
size) within easy reach of his right hand so that he can help 
himself to anything he wants. No time must be lost. When 
the diagnosis has once been made the operation must be per- 
formed at the earliest possible moment consistent with a prepared 
and cleanly entourage. While the patient is passing through the 
later stage of narcosis the abdominal wall is carefully cleaned 
with soap-and-water and afterwards with methylated spirit. 
The incision — made in the middle line — will probably at once 
disclose some confirmation of the diagnosis, the black colour of 
the blood within the abdomen showing darkly through the 
transparent peritoneum. On opening this blood and blood-clot 
pour out freely. The fingers of the left hand are inserted into 
the abdomen, seize the uterus, and feel at once for the site of 
pregnancy, the source of bleeding. If, as usually happens, 
this can be identified by touch it is immediately withdrawn out 
of the abdomen, the parts below the tube being firmly held so 



Digitized by 



Google 



tngUby Lecture. 1 93 

as to stop any further bleeding. The operator then — with his 
disengaged right hand — takes the needle armed with ligature 
silk from the steriliser, transfixes the broad ligament below the 
tube with Staffordshire knot or linked double ligature, ties off 
the pregnant tube and finally removes it. The abdomen is now 
thoroughly washed out with blood-warm water, the pelvis is 
specially cleared of blood-clot, a drainage tube is placed in the 
pouch of Douglas, and the abdominal incision is closed. After 
the wound is dressed a binder is applied tightly round the 
abdomen, and if the patient be nearly pulseless she is placed in 
bed on an inclined bedstead with the lower extremities raised. 

The operation itself is often an easy one, but there are diffi- 
culties which may interfere with its ready performance. 1 he 
most important is the impossibility of seeing what one has to do. 
The blood continues to well up from the pelvis, and vigorous 
sponging may only afford momentary glimpses of the pedicle or 
broad ligament. In this case pouring clear warm water over 
the wound and packing some of the larger pads into the pelvis 
and round the affected tube will often prove of service. Some- 
times this difficulty of vision has a more serious bearing. If 
the pregnancy has already escaped from the ruptured tube it 
may be no easy matter to detect which is the affected side and 
where is the source of the haemorrhage. Under these circum- 
stances the temporary control of the circulation with one or two 
pairs of Doyen's lighter elastic forceps will allow of the washing 
out of the abdomen and enable the operator to search for and 
to find the tubal rent without fear of further loss while the 
search is still in progress. I always take these forceps to any 
abdominal operation of emergency ; their pressure can be nicely 
adjusted so that intestine even need not suffer any injury in 
their temporary grasp, while the higher grades of pressure are 
sufficient to control the broad ligaments in a case of hysterec- 
tomy. Occasionally, when a ligature is difficult or impossible to 
place, a pair of these forceps may be left on the broad ligament 
or on the side of the uterus at the close of the operation. A 
compression of from eighteen to twenty-four hours is usually 
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sufficient. In dififuse haemorrhage from the rupture and extru- 
sion of a tubo-ligamentary pregnancy the temporary or more 
lasting use of forceps may be of signal service. The bleeding 
points may be entirely hidden, furnished largely by branches of 
the uterine artery; and this or firm plugging with iodoform 
gauze may be the only way of arresting the haemorrhage. In 
tubo-uterine or interstitial rupture with diffuse bleeding — a con- 
dition in which surgery has still to win its laurels as victor — 
the quick recognition of the condition on opening the abdomen 
will be the first element of success, and the rent on one side in 
the upper part of the uterus and the different levels at which the 
tubes appear to enter the uterus should guide the operator to a 
quick decision. In this case the uterus should be drawn out of 
the wound, two transfixion pins passed, first through the peri- 
toneum on one side of the incision, then through the uterus 
well below the tear, and finally through the peritoneum oi the 
opposite side (as in the method described by myself in 1893), ^ 
" wire-clamp " applied below these, and the latter screwed tho- 
roughly " taut." The haemorrhage is then absolutely controlled, 
and if the clamp be always ready for use the time occupied in 
effecting this control need scarcely be longer than that 
which has been used in briefly describing the method. The 
operator can wash out the abdomen through the upper part of 
the incision above the clamp, doing this carefully and tho- 
roughly, and if drainage be considered necessary the tube can 
be adjusted at the upper angle of the wound. When the latter 
is closed the clamp is again screwed up tightly, the parts above 
the clamp are cut off, and the stump is surrounded with iodgfonn 
gauze. The only caution necessary to mention is the danger oi 
any slipping of the broad ligament out of the grasp of the wire 
before the latter is finally tightened. This is easily avoided by 
transfixing the broad ligament with the pins or by holding up 
the appendages with forceps (if these are removed) and by 
screwing the clamp thoroughly tight before the parts above the 
wire are finally removed. 

Washing out of the abdomen in a simple case of diffuse 
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haemorrhage, as in early rupture, can often be done by pouring 
water from a jug directly into the abdomen, but in such a case 
as I have been considering, and in a patient with a deep pelvis 
containing much blood -clot, the use of a syphon tube is moie 
handy and more efficient. By this the stream of water is 
carried directly to the lowest part of the pelvis, and the upward 
returning stream washes out the blood-clot. This " washing 
out" should never be omitted in cases of diffuse bleeding. 
Besides cleansing the peritoneum it is probably a means of 
conveying some fluid into the depleted blood-stream, and this, 
followed (after the operation is over) by a nutrient injection 
containing brandy, and by temporary elevation of the pelvis 
and lower extremities, is, in my opinion, more useful in over- 
coming shock and in restoring the pulse than is any attempt at 
transfusion. 

In diffuse haemorrhage the quickest and directest route to 
the bleeding vessels is an absolute sine qtid non of operative 
treatment, and there can be no doubt that this is attained by 
abdominal section above the pubes. In localised haematocele 
and in intact extra uterine pregnancy up to mid-term, other 
methods of operation may be employed besides abdominal 
section, and we shall have to consider vaginal section under its 
two aspects of posterior and anterior coeliotomy and also the 
sub-peritoneal incision in cases of anterior tubo-ligamentary 
invasion. In true retro-uterine haematocele, in which the pouch 
of Douglas is itself distended with blood, posterior vaginal 
coeliotomy — the direct opening of the pouch of Douglas from 
the vagina — is obviously the proper method of treatment, and 
no surgeon would probably dream of any other. Under this 
condition the operation is very simple. A free incision is made 
in the middle line, the contained blood and blood-clot are 
gently washed out by a stream of warm water carried within the 
cavity, nothing is done to interfere with the upper limiting 
adhesions or roof of the haematocele, and after free evacuation 
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the pouch is drained by a tube or by iodoform gauze. In peri- 
tubal hematoceles which occupy the whole or a greater part of 
the pouch of Douglas an extension of the same method may be 
employed with advantage, especially if the bulk of the swelling 
be evidently within the pouch of Douglas. In this case, how- 
ever, every aseptic precaution is just as necessary as in an 
abdominal section, and before beginning to operate the hair of 
the vulva is shaved and the vulva and vagina are thoroughly 
cleansed and disinfected. For this and for the subsequent opera- 
tion the patient is placed in the "lithotomy" position on a 
good table, and the vagina is kept open by the valuable self- 
retaining speculum of Auvard. The surgeon sits facing the 
vulva of the patient, and there should be a good light directly 
behind his head. The patient is anaesthetised previously, and 
is therefore unconscious before any of this preparatory work is 
begun. 

Operation, — The uterus is steadied by volsella applied to the 
posterior lip of the cervix and the posterior vaginal vault is 
opened behind the uterus with scissors curved on the flat. On 
reaching the pouch of Douglas blood and bloody serum will 
probably be found within it. There are, as a rule, no adhesions 
at the lowest part of the pouch. On inserting the fingers the 
tumour of the haematocele will be plainly felt, and all the lower 
part of it may be very thoroughly explored, especially if the 
disengaged hand be placed on the abdomen above the pubes 
and the examination of the mass be conducted " bimanually." 
During this examination the blood-clot is usually broken down 
and the main part of the haematocele is cleared away by the 
vaginal opening. This may be assisted by irrigation from within 
the pouch of Douglas if the opening be very free and the return 
cunent unobstructed. If not it may be wise to restrict oneself 
to manual or digital removal only. During the process the 
remains of the pregnancy itself, foetal and placental or molar, 
may be evacuated, and sometimes the tube containing a mole of 
pregnancy may be detached from its adhesions, brought outside, 
ligatured, and removed. It is, however, rarely necessary to do 
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this or to strive after this unless haemorrhage be still going on. 
If the pouch of Douglas be thoroughly plugged and drained by 
a thick pledget of iodoform gauze after the haematocele is broken 
down and cleaned away nothing more is needed to ensure the 
conditions essential for the safe and complete recovery of the 
patient. A few cautions may be necassary with regard to the 
conduct of this simple operation. It should be an operation of 
election for certain cases — those are most favourable for its 
employment in which the vagina is capacious and the tumour 
is mainly posterior to the uterus. The bladder should be 
thoroughly emptied immediately before the operation is begun. 
No violence should be used, the blood-clot and ddbris should 
be extracted gently. The gauze drain should rest one half 
within the peritoneal cavity and the other half in the upper part 
of the vagina, and no portion of it should protrude or be visible 
at the vaginal entrance. The urine is better withdrawn by the 
catheter until the drain is removed on the fourth or fifth 
morning. Two rare but disquieting accidents following the opera- 
tion are haemorrhage and severe sacral pain. After a posterior 
vaginal incision, whether in this operation or in vaginal hysterec- 
tomy, it is quite possible to get severe, dangerous or even fatal 
haemonhage. The farther away the incision is from the cervix, the 
greater appears to be the danger. Plugging is quite sufficient to 
stop the ordinary bleeding, but in some cases sutures are 
absolutely necessary. In introducing the tampon of gauze, ir is 
important to avoid pushing the peritoneum in front of the gauze 
and thus opening up the sub-peritoneal (raw) tissues. Severe 
temporary sacral pain is a very exceptional sequel to operation, 
but I have met with two cases in which it was a special feature. 
I am inclined to think that this is excited by the dragging of the 
uterus on the partially divided utero-sacral ligaments (or muscles) 
and that a median antero-posterior opening (when practicable), 
or a free transverse incision may be preferable to a smaller trans- 
verse opening. 

Anterior vaginal coeliotomy or, as it is sometimes called, 
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" anterior colpotomy " has been extensively used during recent 
years in the treatment of peri-tubal hematocele due to tubal 
pregnancy. The vaginal vault is opened between the uterus and 
bladder, the vesico-uterine fold of peritoneum is divided, and 
the fundus is drawn forwards by volsella out of the abdomen 
through the opening thus made. The uterus and uterine end of 
the tube on either side are then under the complete control of 
the operator, and the tube together with any contained pr^- 
nancy can, as a rule, be ligatured and removed without much 
difficulty. But the space in which one has to work is cramped 
and confined, and while the tube may be easy to remove it is not 
so with the haematocele. This often separates from the tube with 
traction on the latter and it may be very difficult or impossible 
to remove it afterwards. Some operators appear to regard this 
as quite immaterial and leave a considerable quantity of blood 
and blood-clot in the pelvis and abdomen at the close of the 
operation, providing no drainage, but trusting solely to the 
absorptive powers of the peritoneum itself for its removal. If the 
operation has been performed with perfect cleanliness this con- 
fidence may be rarely misplaced as regards the final result, but 
the patients do not recover easily, there being often considerable 
pyrexia for several days before convalescence is thoroughly 
established. The main objections to anterior vaginal coeliotomy 
as a routine method of treatment are the following: (i) occa- 
sional insufficient space for operative work; (2) frequent 
inability to remove thoroughly and cleanly all products of the 
misplaced pregnancy ; (3) inability to wash out the abdomen 
satisfactorily ; (4) inability to drain through the anterior opening; 
and (5) occasional inability to extract the uterus without injury, 
the uterus being enlarged and softened by the changes conse- 
quent on the associated pregnancy. It may be noticed that 
most of these objections will lose a great deal of their importance 
if the operator, the patient, and her friends be prepared and 
ready to accept the possible sacrifice of the uterus in the course 
of the operation. If the uterus be already diseased or damaged, 
justifying its removal as an initial step, the space and opportu- 
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nities thus acquired are ample for all ordinary requirements ; 
there is room for thorough and careful work, the pregnancy and 
haematocele can be completely removed, the pelvis and lower 
abdomen may be washed out. and at the close of the operation 
the most perfect drainage of the pelvic peritoneum can be 
established by the adjustment of a well-fitting plug of iodoform 
gauze. 

It is, of course, of considerable advantage to the patient to be 
able to relieve her of her disease without making an abdominal 
incision and especially so in cases where drainage is a desider- 
atum, abdominal drainage being frequently followed by hernia. 
But I am inclined to think that abdominal section, in spite of 
this drawback, is still the better operation, or rather the better 
route for operative work in every case in which a posterior 
colpotomy is inapplicable or insufficient. By abdominal section 
the extent and connexions of the haematocele can be accurately 
explored, the limiting adhesions to omentum and intestine can 
be carefully separated or broken through, and the whole of the 
operation from beginning to end can be performed under the 
most favourable conditions for manipulation and cleanliness. 
When operating by the median incision the diseased tube 
must be thoroughly defined, ligatured, and removed. It 
will often have to be unrolled from the back of the uterus 
after the main tumour of the haematocele has been taken away, 
but the adhesions are almost always light and easy to separate. 
The adhesions of the haematocele-capsule to bowel and omentum 
are, on the other hand, often especially intimate, and when this 
is the case it is better practice to leave a considerable portion of 
the hsematocele-capsule adhering to bowel than to make any 
attempt at their separation. 

Sometimes a lateral inguinal incision may be of service. It is 
quite possible to treat a large lateral haematocele — such as that 
depicted in Fig. 37 — in this way, without removal of the tube, 
and with but very little or no disturbance of the general cavity of 
the peritoneum. An incision is made above the groin, opening 
directly into the haematocele and pregnancy. The contents are 
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removed without disturbing surrounding adhesions, and the 
cavity is packed with iodoform gauze. 

A very similar method is advocated by Dr. Berry Hart for the 
treatment of anterior tubo-ligamentary pregnancy at mid-term 
and may be followed with advantage whenever the conditions 
permit of its application. In this pregnancy, as we have 
already seen, the anterior layer of the peritoneum is raised, 
and at mid-term as well as at a later stage there is a 
space either mesially or above the groin on one side which is 
uncovered by peritoneum This can be accurately defined by a 
preliminary incision in the middle line which opens the abdo- 
men. When this has been done a direct incision is made into 
the sac of pregnancy below the peritoneal reflexion. This extra- 
peritoneal wound should be large enough to admit four fingers. 
The foetus is removed at once, the sac tamponaded with iodo- 
form gauze, and the placenta allowed to separate and come 
away slowly with the discharge. 

In tubo-abdominal pregnancy at term there is no difficulty in 
the removal of the child by an abdominal incision. The crux 
of the operation is the treatment of the placenta. If this be 
left, sooner or later it will almost certainly become septic and 
putrid, and 1 have come to the conclusion — contrary to the 
opinion I formerly held — that in all cases of true tubo-abdominal 
pregnancy it is wise to remove the placenta. A clear idea of its 
probable relations and attachments will, I feel sure, do much to 
make this part of the operation easier and to rid it of much of 
its otherwise alarming features. Wherever the placenta is, there 
is the Fallopian tube, and it is from this it receives the greater 
portion of its blood supply. As we have already seen, some- 
times the placenta is still within the tube, absolutely surrounded 
everywhere by tube, and nothing can be easier than to ligature 
it off and ensure its complete removal without any loss of blood. 
When it is within the gestation-sac and mostly covered by 
reflexions of the amnion, no method, I think, can be better than 
that I empioyed in the case (No. 33) already reported under 
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this heading. Accessory vascular attachments to the omentum 
or abdominal wall are first ligatured and divided, the placenta 
is slightly tilted up at the most accessible part of its circum- 
ference, and forceps are used to clamp its tubal attachments 
below. The placenta is then removed and the tubal attach- 
ments are subsequently ligatured. The most difficult and 
dangerous form of attachment is that when the amniotic mem- 
brane only lines the upper surface of the placenta and all its 
under surface is attached not only to the tube and broad 
ligament but also to the parts adjacent (the condition found 
in Case 3). Still in this case a modification of the plan 
already described will afford the best chance of success. 
Sometimes the deeper attachments (uterus and broad liga- 
ment) may be seized before separation by the fingers of 
an assistant. If not, the most accessible route to the 
under surface of the placenta is searched for and separation 
is begun. As soon as possible the tubal and uterine attach- 
ments are clamped by the lighter elastic forceps of Doyen, 
the placenta is peeled off and two or three large sterilised 
pads are packed into the cavity from which the afterbirth has 
been removed. Ligatures are applied to the broad ligament 
and tube, and wherever it is possible by so doing to control the 
bleeding. Where these are useless packing with iodoform gauze 
will prove, I believe, the best alternative method for control of 
haemorrhage. When this is necessary, if the original abdominal 
incision — probably mesial — be decidedly to one side of the 
placental site, it will be wise to finish the operation by making 
a secondary abdominal incision immediately above the gauze, 
from which the. packing may be readily removed some four or 
five days later. The very rare condition when the child is 
abdominal and the placenta intra-ligamentary belongs to a very 
different category. From a surgical standpoint this pregnancy 
remains tubo-ligamenlary throughout, and is governed by the 
same laws of treatment which apply to tubo-ligamentary preg- 
nancy. 

In tubo-ligamentary pregnancy there is no necessity for the 
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operative removal of the placenta. If the sac be drained the pla- 
centa will itself separate and come away with the discharges. 
This usually takes place without any pyrexia or constitutional dis- 
turbance. Let us take the simpler form of tubo-ligamentary 
pregnancy first — the posterior or retro-peritoneal variety — ^and 
consider the operation necessary tor its relief. In this the perito- 
neal cavity is always opened by the abdominal incision. Within 
the abdomen, full and bulging like a pregnant uterus, is the sac of 
pregnancy. This is opened by an incision directly underneath 
the abdominal wound, the edges of this are held against the 
edges of the abdominal incision, the child is extracted, and after 
ligature and division of the cord is entirely removed. Now it 
may be possible to remove the placenta with safety from the 
interior of the sac, especially when the infant has been dead for 
weeks or months, and by so doing, if no serious haemorrhage 
is occasioned, convalescence may be very much shortened. If 
there be any doubt, however, if the placenta be full of blood 
and firmly attached, no interference is necessary. The incision 
in the sac is sewn to the abdominal wound, the cord is left 
hanging out of its lower angle, and the sac is drained. I am 
aware that many modern writers have advised a much more 
radical and sweeping method of treatment. Dr. Dunning, in 
the case I have already quoted, proceeded to extirpate the sac, 
and very naturally, as anyone who studies the specimen depicted 
in Fig. 22 will easily understand, had to complete his operation 
by removal of the uterns. Fortunately the patient recovered, 
but I cannot agree with the practice adopted. It is altogether 
unnecessary, and any temporary advantage secured by it is 
dearly purchased at the cost of increased danger and extensive 
mutilation. In the similar case reported by myself (Case 4) 
and treated by the simpler method of drainage, the patient not 
only made a good recovery but has since had a normal preg- 
nancy with safe delivery of a healthy child. In the anterior or 
sub-peritoneal-abdominal form of broad ligament pregnancy the 
same remarks apply, but the sac may sometimes be opened at a 
part uncovered by peritoneum. If some part of the child is 
obviously almost subcutaneous (and that is most likely to be 
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found on one side of the middle line) the sac may be opened at 
once and the operation of removal of the child and drainage of 
the sac conducted without opening the abdominal cavity or 
seeing the peritoneal membrane. More frequently, perhaps, if 
the incision has been median, the peritoneal cavity will be 
opened at the beginning of the operation. If so the displace- 
ment of the peritoneum can be accurately estimated (as in the 
operation for mid-term ligamentary pregnancy) and a secondary 
incision can be made directly opening the sac, through which 
the child is removed and drainage established. The mesial 
exploratory incision is closed by suture. 

Now we can return to the consideration of the complicated 
form of pregnancy in which the child is abdominal and the 
placenta intra-ligamentary. The main indication in this form 
would be, as I believe, to convert the complex " tubo- 
ligamentary-abdominal " pregnancy into a simple tubo-liga- 
mentary one. After the foetus has been removed this may, 
perhaps, be effected by sewing the laceration of the sac to the 
abdominal wound. If the opening in the sac be inconveniently 
situated for this the (divided) cord may be dropped inside the 
sac, the edges of the laceration turned in, and the abdominal 
opening in the sac closed by suture. Then, either before or 
after closure of the abdomen, a large opening is made by vaginal 
section into the most dependent part of the sac, the cord is 
drawn down into the vagina, and the rest of the wound and the 
lower part of the sac are plugged with iodoform gauze. 

Finally, "utero-abdominal" pregnancy may demand very 
similar treatment or hysterectomy. The abdomen is opened, 
the cord is ligatured and divided and the foetus is removed. 
Then, if the cervix be dilated or sufficiently dilatable, the divided 
cord may be returned through the utero-abdominal opening into 
the uterus and through the cervix out into the vagina. The 
placenta is delivered after it by manual expression and the open- 
ing in the uterus is " freshened " and sutured. 

If this is impossible or deemed at the time to be inadvisable, 
the other alternative is to remove the uterus with its retained 
placenta. This may be done either by clamp cr ligature, but 
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the latter is preferable. In this condition there will probably 
have been no previous haemorrhage, and if it be necessary to 
sacrifice the uterus, there is no reason against its complete 
removal by the modern method of abdominal hysterectomy. 
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EXOPHTHALMIC GOlTRE.* 

BY FRANK OLIPHANT, M.B. BDIN. 

Exophthalmic GotxRE is a disease characterised by disturbance 
of the vascular system, enlargement of the thyroid gland, pro- 
trusion of the eyeballs and tremors, associated with disturbance 
of mental equilibrium, emaciation, sweating, diarrhoea, anaemi^ 
and catamenial derangement. Synonymous terms are Graves' 
disease and Basedow's disease. It was first described by 
Hillier Parry in some private writings, in 1796, which, however, 
were not published till 1825. Meanwhile Flajani, a physician 
in Rome, had piublished a case in 1802, and cases had been 
described anonymously in the Medical and Chirurgical Journal 
in 18x6, and in the New England Journal in 1820. Graves 
published the first case in the London Medical and Surgical 
Journal in 1835, while v. Basedow followed him five years later 
(1840) in V, Casper^ s IVoche, There are two forms of th^ 
disease — the acute and the chronic. The former variety is 
rare, but a number of cases have been recorded at various ages, 
the attacks having lasted for a few days to some weeks. The 
prognosis in these cases is usually good, as the symptoms run 
their course without leaving any permanent injury, but death 
may occur from exhaustion. The chronic form is the ordinary 
variety of ^he disease, and the one which is therefore of the most 
interest ai>d importance. The chief predisposing causes of the 
disease are : — 

I. Sex. — In this country by far the larger number affected 
are females. In Ord and Mackenzie's statistics there are only 
5 males affected to nearly 100 females, but abroad the differ- 
ence does not seem to be so marked, as in Germany Eulenberg 
gives the proportion as one male to two females, while Charcot 
says that it is only a little less frequent in males than in 
females in France. 

* A paper read before the Kidderminster Medical Society on Jan. 13, 
1898. 

a 
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3. Heredity is also a factor to be taken into account la 
most cases there is a distinct taint of nervous disease, either 
functional or organic, in the family history, and the patient may 
previously suffer from organic nervous disease, such as locomotor 
ataxTa or progressive muscular atrophy, or from hysteria. Cases^ 
of the disease in the same generation in different members of a 
family have been recorded. ' Three sisters affected (Hughlings 
J^ctsbn), four cases in one family (Cheadle), and in successive 
geherAtrons two sisters, their father, and two of his sisters and 
their 'mother (Mackenzie). A hysterical woman had ten 
children, of whom eight suffered frotn the disease, and one of 
them had three children who suffered from it (Osterreicher). A 
inother aged 45 years, and her daughter aged 12 years, had the* 
disease at the same time (Kronthal). 

3. dJottre has been observed by Maude and Mackenzie to 
precede the disease in a certain proportion of cases: It is occa- 
sfonally the first symptom observed by the patient. Other 
observers have stated that Graves' disease and goitre rarely 
occur in the same district. There are no statistics to support 
this statement, but the disease is certainly rare in- Switzerland 
and India, where ordinary goitre is common. 
' 4! (Quinsy, rheumatism, and a haetnorrhagic tendency have aU 
been observed to precede the disease in a certain number of 
cases. The exciting cause is in most cases a sudden mental 
shpck, such as a fright or the receipt of bad news or pro- 
longed mental worry. Cases have also followed scarlatina and 
influenza. : . \. 

In many cases the disease comes on insidiously, and there is 
absolutely no history of any exciting cause. Many observers 
hold that the disease always commences thus gradually, and. 
that ai Shock received leads to an exacerbation of the symptoms, 
and is not the actual cause of the disease. ;' 

^ The four cardirtal symptoms of the disease are— tachycardia, 
enlargement of the thyroid gland, exophthalrtU)S, and tremor.. 
I A ^ typical case these are all present, but many cases occur in 
which one or other is absent. To these must be added many 
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other s^^ptoms involving the various parts of the body, wbieh ' 
can be best explained by taking the various systems separately 
and describing the conditions by which they are affected. 
. Circulatory System^—Yn the large majority of cases the tachy- 
cardia, with/ its accompanying palpitation directing the patient's 
attention to it, is undoubtedly the first and most prominent 
symptom of the disease ; that the palpitation should attract the 
patient's attention first is easily understood. It is oft^n very 
forcible and painful, and can be seen and heard a long way off 
from the patient. Rarely the praecordia may npt be the site of 
forcible pulsation. I have lately seen a young girl whose 
abdominal; aorta and other abdominal vessels were bounding 
violently, causing a most wearying and dragging-down sensation, 
while the heart was relatively quiet. There are usually bruits, 
systolic in time, at one or more of the valves of the heart, due 
to concurrent anaemia or to dilatation ; there may be bruits of 
organic origin. The pulse-rate varies from 90 to 200 per minute ; 
it is usually regular, except in the later stages when the heart is 
losing strength. The palpitation is conducted from the heart 
up into the arteries of the neck and the thyroid gland, over both 
of which a loud systolic bruit is to be heard. A venous hum 
is usually heard in the jugular veins due to pressure on them by 
the enlarged thyroid gland or to anaemia. The face and chest 
are frequently very flushed. A capillary pulse may often be seen. 
Haenoorrhages have been observed; epistaxis is the most 
usual. Haematemesis and melasna are sometimes seen. Trousseau 
records a death from cerebral haemorrhage, and others have 
reported signs of recent or past haemorrhage in other parts. of. 
the nervous system, 

, Anaemia is a frequent concurrent symptom, though by no 
ipeans always present. No special changes have been found in 
the blood. 

(Edema, in the early stages from anaemia, in the later stages 
from cardiac insufficiency, is seen. 

Hamopoietie System — ^The thyroid gland is usually moderately 
enlarged, smooth in outline and elastic in consistence ; it is only 
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rarely that the gland causes any inconvenience by its suie. In 
most cases the right lobe is slightly larger (Mackenzie thinks 
that the right is normally larger than the left lobe) ; but one lobe 
may be much larger than the other, or the isthmus may alone 
be hypertrophied. There is a distinct tendency to variation in 
size in the same case. Rarely the gland becomes so hyper- 
trophied as to press on the trachea and require operative relief. 
On palpation a thrill can be felt ; this is not expansile, but is 
due to conduction of the heaving of the thyroid arteries. On 
auscultation a systolic murmur is heard, also conducted from 
the arteries. 

Besides the thyroid gland the thymus has been found to be 
enlarged in a large number of subjects examined post mortem. 
The spleen is also generally enlarged and sometimes pulsating. 
The lymphatic glands may be enlarged. 

The Eye is affected by various symptoms. Exophthalmos or 
protrusion of the eyeballs forwards is a fairly constant symptom, 
and one most easily recognised. A rim of white sclerotic 
can often be seen all round the cornea. It is usually bilateral, 
but is as a rule not perfectly equal. It is sometimes so great as 
to prevent the lids from closing, and thus leads to dryness and 
insensitiveness of the cornea and consequent ulceration from 
inability to get rid of foreign particles which may alight on its 
surface. The ulceration once in progress is apt to prove obsti- 
nate to treatment and lead to total destruction of the eye. 

V. Graefe's symptom, a want of co-ordination in the move- 
ments of eye and eyelid, so that the latter lags behind when the 
former is rotated downwards, as on looking down to the ground, 
is present in the majority of cases ; but different opinions are 
held as to the proportion of cases in which it does occur, owing, 
I think, to the fact that it is by no means a constant symptom. 
I have noticed that it may disappear for a time and then 
reappear. 

Stellwag's symptom, a deficiency in the power of winking, 
and Dalrymple's sign, enlargement of the palpebral fissure, are 
also present in a lai^ number of cases. V. Joffroy's symptom, 
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inability to contract the frontalis muscle when the eyebrows are 
suddenly raised, is not often met with. Other unusual symptoms 
are loss of powers of convergence of the eyes, ptosis, and 
strabismus from paralysis of one or more of the ocular muscles. 
Complete ophthalmoplegia is rarely seen. The state of the 
pupils is inconstant; they are more often contracted than 
dilated. 

The exophthalmos has been ascribed to two causes — (i) excess 
of post orbital fat ; such has been found in some cases on post 
mortem examination, but in the majority there has been none 
found, and considering that the rest of the body is as a rule 
emaciated, this hypothesis is improbable ; and (2) dilatation of 
the retrobulbar vessels — the most tenable hypothesis, as the 
vicinity contains a large number of dilated vessels ; " and an 
acute attack of diarrhoea reduced the exophthalmos, which 
returned when the diarrhoea ceased" (Abram). The exoph- 
thalmos also disappears after death. Experimentally, and as a 
means of treatment, section of the cervical sympathetic has 
been shown to cause a decrease in the exophthalmos. This 
supports the last theory. The other eye symptoms appear to 
have a nervous, but at present indefinite, origin. 

Locomotory System. — ^The chief motor symptom is a character- 
istic tremor, chiefly affecting the arms, but may affect the whole 
body. It is exactly similar to the tremor of fatigued muscle, 
consisting of fine vibratory excursions, about eight to the 
minute, and best seen when the arms are extended in front. 
There may be in rare cases clonic contraction of the limbs. A 
weakness of the legs, leading to stumbling, is very common, the 
patient usually recovering herself before she actually falls. 
Hemiplegia and paraplegia have been met with ; they are usually 
functional in character, or due to weakness. There may be 
ataxia also functional in character. Cramps in the muscles are 
of common occurrence, but are usually temporary, though 
tetany may supervene. 

Integumentary System. — Vaso-motor disturbances of the skin, 
especially that of the head and chest, are. the. rule, and. are very 
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' noticeable^ as between the flushings the skin has usually an 

extreme pallor. With these there is a subjective sensation of 

^ heat, and.the sufferers from this disease complain of heat, even 

• in the coldest weather. Sweating is al§o very marked, more 
especially of the hands and feet ; there may be urticarial 
eruptions. Pigmentatioti of the skin is present very frequently, 
Cardew says in 70 per cent. There may be general bronzing, 

' similar' to that in Addison's disease, or patches of pigmentation, 

'^^specially marked on the eyelids and in the flexures of the 

' liitibs.' Patches of leucoderma are occasionally seen. Sclero- 

derriia has been described. A fleeting oedema is sometimes 

seen, most usually in the eyelids, from which it may be dis- 

• pelled by electrical stimulation of the orbicularis (Mackenzie). 
<Edema of the feet occurs, as has been previously mentioned 
{eiii/^ Circulatory System). A false oedema, which does not pit 
on pressure, and is similar to that in myxoedema, is sometimes 
seen. This oedema was first described by Basedow. The hair 
frequently becomes dry and brittle, and falls out The teeth 
are apt to become carious. 

Respiratory System, — Nervous cough is frequent. Dyspnoea 
is common, it may be due to the following causes ; (i) a nervous 
origin, similar to that seen in athyroidea; (2) a mechanical 
origin," from direct pressure of an enlarged thyroid on the 
trachea ; and (3) a cardiac origin, from gradual failure of the 
heart and consequent pulmonary engorgement. There is a 
.physi(ial sign of rather doubtful significance and certainly not of 
-common occurrence, a deficient expansion of the chest on full 
inspiratioh-^it is known as Bryson's symptom! Bronchitis and 
pneumonia are frequent complications in the later stages, often 
leading to a fatal issue. Tubercle of the lungs is fare (Greenfield). 

I)igesti*U€ System, — Appetitfe may be capricious, with longings 
as in pregnancy, or lost. Attacks of vomiting and diarrhoea of 
ai severe and continuous character and bearing no relation to the 
ingestion of food are present in all well-marked cases ; they are 
similar in character to the like crises in locomotor ataxfa»~ and 
hence probably. x)f nervous origin. I have a Case under qbser- 
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. vs^tiotir ^1 thepreseu^ time i^ which these gastric crises we>e pap 
of the fir$^symptQms observed by the relative a;id throughout 
have been a prominent ^syinptoni; the vomiting has never in her 
case been aqopmpanied by diarrhoea. Acetonaemia is often 
present in these attacks, as Dreschfeld has pointed oujt j it may 
be- detected 4>y ^eBweet smell of the breath and the^pres^^ce 
Qf<liacetic acid in the urine. With these attacks of vomiting 

* there is restlessness, prostration, and air^hunger as in diabetip 

com^ ' , 

Gmito- Urinary System, — Albuminuria, Iwrst described by 
Warburton Begbiein this diseasCj isof an intermittent cyclical 
character, appearing and disappearing, and often pr^s^t only 
:at certain periods of the day. Polyuria and: glycosuria occur, 

^ but infrequently. Catamenial derangement, usually .amenorrhoe^, 
is the i;ule. In > males, sexual impotency has been observed. 
But fen^ales with this disease have become pregnant, or-.the 
disease ha§ started during pregnancy or the puerp|eri^m. 

Nervous System.-^M.eni2X change^ takes the; nature of^^-an 
extreme expital^ility and restlessness with what Riissell.Ijl^yn.Ql^s 
:^a9;4iAnied " a cjiprea of idpas," : the patient noV being-^aj^^ |^ 
concentrate .her attention on ^ detoite ^ubieet. - InsQiiiviia and 
gre^t nervousness ^re cominon.. The rnoral nature-is oftqn per- 
verted, sp.that thj^ : patients bec(Hne vu^truthfut and} pjerverse. 
Actual insanity is rare; when it does, occur it is usually a mild 

, form of mania, but melancholia occasionally occurs. -Sop^e 
cases are never troubled with any mental symptoms. Headaclie 

. is,usiMal with throbbing pf the cerebral arteries. The trem^ys 
and paralyses have been previously described {vide Locoinptpnr 
System).. : Reflexes are: usually brisk (Mackenzie). : ; .. : y 

. /The four symptoms of tachycardiaj goitre, exophthalmos, and 
trc9Xipr,,welLn^arked in typiq^l cases, render the diagnosis ea^y 
an^.^serta^Ai ^^ i" slight^ case^, where all thesQ symptoms are 

: not preset, it is more difficult. A, slight goitre is very com- 
monly pi^esent in young girls, w^o may at the san^e time, sufier 

. from an irritable ^and rapid heart,,/ Snch cases require Jo be 

,vkept under^ca^ef|(dpbser>j(ation for a ;ti|n^> they; may gra^u^ly 
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develop the other symptoms of the disease. But there un- 
doubtedly appears to be an incomplete form of the disease 
in' which the circulatory system is primak'ily affected, and which 
may be readily passed over unrecognised owing to disease 
remaining in statu quo. 

The prognosis is .undoubtedly bad. Relapses are common. 
Mackenzie considers them to be exacerbations of quiescent 
disease. Gowers quotes a case that had three attacks at several 
years* interval. Another case mentioned by Trousseau had sra 
attacks in the same number of years. Out of 57 cases collected 
by Williamson and Mackenzie 14 died. Under suitable treat- 
ment the patient may be kept in a fair state of health for 
years. Again, the disease itself seems liable to undergo a 
retrogression without any obvious cause, even in the worst 
cases. Death takes place suddenly from syncope or asphyxia 
from pressure of the goitre on the trachea through sudden 
increase in the size of gland, supposed by some to be due to 
haemorrhage into its substance, but it is more probably 
brought at)out by nervous causes acting on the larynx, as the 
trachea is rarely greatly occluded. The gastric and enteric 
crises often lead to exhaustion and syncope. A large number 
of cases are carried off by intercurrent bronchitis and pneu- 
monia, to which they seem specially liable. Some die of 
organic heart disease. A few die of mania in asylums, bot the 
number is small, considering the slighter mental changes that 
are the rule in the disease. A certahx number of cases un- 
doubtedly develop myxoedema ; the two diseases may run con- 
currently. 

The pathology of the disease is obscure. The first theory, 
propounded by Graves and Stokes, was that the disease was 
primarily of cardiac origin, the other symptoms being secondary. 
Marshalland Taylor next claimed that the goitre was primary, 
and that the mechariical pressure of the growth on the nerves 
and vessels of the neck induced the cardiac and other symptoms. 
Anaemia was advanced as the primary cause by Warbtirton 
-Begbie^ Then, the idea for a long time held- ground that the 
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disease was a functional Aeurosis ; the hysterical element being 
large both rn the history of the rdatives and patient supports 
this view, but the disease is evidence of such a thorough dis- 
turbance of all the organs and metabolism of the body, and the 
prognosis is so grave, that this theory has lost practically all 
support. 

It has been largely advocated that it is a disease of the sym- 
pathetic nervous system. Against this we have the fact that the 
Various fibres would have to be affected in different way^ r>., 
the vasomotor fibres inhibited and the accelerator fibres stimu- 
lated, as Gowers has pointed out. One would also expect 
constant dilatation of the pupil, which is not the case. The 
sympathetic chain of ganglia in the neck have been found in 
several cases on post mortem examination to be congested, 
oedematous, and full of leucocytes (Greenfield), but these . 
changes are by no means constant. Recently Jaboulay has 
carried out in a few cases section of the sympathetic cord in the 
neck as a means of treatment, with the result that the symptoms 
were ameliorated if not entirely cured. This lends some support 
to this theory. For a long time it was held that it was a disease 
of the central nervous system, and this view still receives a large 
amount of support Post mortem in a large number of cases, 
various lesions in the medulla and the adjacent parts of the 
brain have been found, such as softening of corpora quadri- 
geminaand medulla (Mackenzie and Lockhart Clarke), dilatation 
of vessels and haemorrhage into medulla (Grainger Stewart, Hale 
White, and Cheadle), sclerosis (Foxwell), but these changes are 
very diverse, and have been found in only occasional cases. 
Experimentally Filehue and Durdiiff have shown that section 
of the restiform bodies produced all the symptoms except the 
goitre, A few cases have been observed (Bumey Yeo) where 
the disease has been confined to one side of the body, and 
in others there have been attacks of hemiplegia and hemi- 
ansesthesia. This theory affords no explanation of the enlarge- 
ment of the thyroid gland, which is the most constant 
{>henomtaon of the disease. 



Digitized by 



Google 






214 Original Cammunicaiions, 

Is it a disease of the thyroid gland? Recent researches and 
clinical experience have done much to support the yiewr that 
such is the case Post mortem^ the condition of. ^le gland has 
been constantly tound to be in abnormal state. The discovery 
of the beneficial result of the . treatment of myxoedema by 
thyroid in various ways led many observers to compare the 
.symptoms of the two diseases and demonstrate how opposite 
they are in every respect, and how similar the symptoms result- 
ing from excessive ingestion of thyroid ^re to those found in 
exophthalmic goitre. Operations on ca&es of goitre have been 
followed by a train of symptoms, often with a lethal Jssue, 
closely resembling those found in this disease, and rempval of a 
pan or of the whole of the enlarged gland has led to complete 
recovery in many cases and considerable amelioration in others. 

But experiments to show that the secretion of the thyroid is 
at fault have not met with success. Hutchison gave- the 
various ingredients of a gland removed from a patient suffering 
from the disease to two females, one with skin disease, the other 
suffering from obesity, and both under 25 years of age. The 
proteid free extract was entirely inactive. Xhe colloid caused 
loss of weight, slight rise of temperature and acceleration of 
pulse, but no more than the usual doses of normal sheep's 
thyroid. The colloid given to an ,athyroid dog produced 
only, slight acceleration of pulse and rise ^f temperature. The 
morbid anatomy of the gland is constant. The enlargement of 
the gland is usually general, but may be nodular* The vascu- 
larity is confined to the superficial la3'ers, the veins in the 
capsule being enlarged and tortuous. On section of the gland 
the cut surfaces are uniform, paler than normal, and have npt 
the peculiar glistening appearance du(5 to presence of colloid as 
found in the normal gland. There may be^a fiew small cysts 
containing clear fluid. Microscopically, the colloid. material is 
absent entirely or present only in small patches. The cubical 
epithelium has become columnar, and is proliferating, forming 
small papillary projections into the spaces, and there is prolifera- 
tion of tubules, so that the gland resemMes an aden9ma> ., The 
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< spaces are (Hied with a mucinous fluid instead of colloid. 
There are newly-formed spaces lined by a single layer of cubical 
epithelium and resembling sweat glands. Fibrous septa are 
seen invading the glandular structure of the gland. The nature 
of the change is a true hyperplasia, and points to an exaggerated, 
but probably perverted, secretion. The condition of the gland 
resembles the munmary gland in active secretion (Greenfield); 

Tbyroidism artificially induced, as in therapeutic thyroid 
feeding, causes many of the symptoms of tlie disease, viz., 
tachycardia and tendency to syncope, restlessness, sweating, 
vomiting and diarrhoea, and emaciation. And as mentioned 
^previously, operations on the thyroid gland have frequently been 
followed by a like train of symptoms with sudden death from 
syncope, probably due, as Paul has pointed out, to absorption 
of thyroid secretion by the wound or from an excess of thyroid 
secretion driven into the circulation along the lymphatics by 
rough handling. of the gland during the operation. 

In comparing this disease with myxo^dema it will be noticed 
that in place of the enlarged thyroid, tachycardia,. restlessness, 
elevation ol temperature and amenorrhoea we have in myxoe- 
dema — atrophy of the thyroid gland, a slow pulse, a general 
lethargy, both mental and bodily, a subnormal teniperature, and 
usually menorrhagia. 

Removal of a part of the gland, in order to diminish the 
secreting area of the gland, on the hypothesis that there is an 
excessive amount of thyroid secretion formed, has, as has been 
mentioned previously, been attended with success. . 

The hypothesis of the thyroid origin of the disease has cer- 
tainly more to support it than any of the other theories, and is 
the one most generally upheld at the present time. 
. The methods of treatment may be classed under four 
heads: — 

I. General hygienic treatment — Rest in bed for a period is 
always beneficial whenever the disease is making progress, but 
the patient is often wayward and very difficult to control \ if 
such should be the case suitable sedatives must be prescribed. 
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The diet must be carefully attended to, it must be non-stimu^ 
lating and easily digested. All the excretory oigans must be 
kept in good working order. 

2. Dnigs. — Belladonna is the most useful of these. It roust 
be given in large doses to ensure its effect ; it does good by 
restraining the action of the heart and probably decreasing the 
secretory activity of the gland. Combined with the local appli- 
cation of Ung. Hydrargyri lodid. B.P. to the goitre, I have cer- 
tainly found it diminish the palpitation and decrease the size ot 
the gland. All the patients I have had under this treatment 
have been hospital out-patients, and have had no other treat- 
ment. They have all received decided benefit, but unfortu- 
nately have been lost sight of. Digitalis in large doses has 
been used largely for its tonic action on the heart. The 
Bromides, Valerian, and Iron have been used on general prin- 
ciples. Phosphate of Soda has been given with great success 
by Kocher, of Berne, and in America (Carless), as it has been 
demonstrated by Trachewski, Schiff, and others that there is 
excessive excretion of phosphates in this disease. I have tried 
it in several cases, but no improvement has taken place. 

3. Electricity. — Galvanic and faradic were each popular at 
one time and were credited with many cures, but have now 
fallen into disuse. 

4. Organic Extracts. — Thyroid has been given, on the 
hypothesis that the disease was due to a perverted secretion of 
the gland. It has been credited with cures. I have had three 
patients treated with it ; two of them, after several weeks* trial, 
had made no progress; the third, while under treatment, 
suddenly died from an attack of syncope; all three seemed 
readily affected by small doses, and the administration had 
frequently to be stopped owing to the onset of symptoms 
of hyper-thyroidisation. Thymus gland has also been given 
with very contrary results. The first case treated was by Owen, 
of Manchester, who obtained fresh *< thyroids" from the 
butcher. It was not till after the patient was very much 
improved that he found out that it was the thymus and not 
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thyroid glaad the butcher was supplying. Since this first ^aae 
he has treated several with good results. Other cases hav6 
been reported that have been cured or greatly improved. But 
Mackenzie has tried it in twenty cases and found it to be abso- 
lately useless in lessening the cardinal symptoms, though the 
general health is said to have improved. Large doses are often 
required. Maude records a case in which no efifect was pro- 
duced till a dose of 45 grains three times a day was reached, 
when steady improvement set in. The use of this gland is 
based on the £act that it is usually found hypertrophied in this 
disease post mortem ; that its most active functional period is in 
childhood, when exophthalmic gottre is almost unknown ; and 
that its secretion appears to possess an inhibiting power on 
metabolism, as shown by its atrophy after puberty, when 
growth begins to cease and tissue construction and tissue waste 
become equalised, and by its hypertrophic state during the 
hibernating period in those animals which hibernate. I show 
you a case to-night that I have had under this treatment for the 
last month. I cannot say that there is any marked improve- 
ment yet, but her general health is better, her eyes appear to be 
less prominent, and v. Graefe's and Stellwag's signs have dis^ 
appeared. 

(This case was treated by thymus gland for three months, the 
dose being gradually increased up to fifty grains three times a 
day — B. W. and Go's Tabloids. No further improvement 
ensued. No bad symptoms were caused by the drug. For 
another two months she was treated by large doses of phosphate 
of soda, but without any benefit. She has since been treated 
with large doses of belladonna. During the recent hot weather 
her condition has become worse). 

Pancreatic emulsion has been used by Dreschfeld with 
moderate success in alleviating the symptoms. Supra-renal 
gland has also been used, as its influence on the circulation is 
opposite to that of thyroid (Abrahams). Spleen has been used 
in America with varying results. 

5. Operative, — There are three operations that have been 
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aoried out on the^ thyiroid gland as a method of treatment ia 
this disease. Ligature of the thyroid arteries was introduced 
by Kocher, of Berne. Removal by excision of half or more of 
the thyroid gland. And finally, erothyropexy— the laying bare 
and bringing out of the gland on to the surface of the neck and 
leaving it in that position, the usual result being thrombosis of 
the veins and shrivelling up of the gland ; this has been done 
chiefly in France. All these operations have obtained a good 
proportion of cures, and each has its advocates. But the mor- 
tality is fully 12 per cent. ; and general opinion is veering round 
to reserving for operation only cases that are not alleviated by 
medical tieatment and life is being threatened. The most 
recent operation has been introduced by Jaboulay — division of 
the cervical sympathetic — he has . obtained satisfactory results. 
Jonnesco, of Bucharest, has completely excised the cervical 
sympathetic chain, including the ganglia; the result being a 
speedy relief from all symptoms. These operations are reported 
to have but little risk attached to them apart from that due to 
the anaesthetic. 

Cases were shown illustrating this paper. 
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THE DIFFERENTIAL DIAGNOSIS OF THE 
DIPHTHERIA BACILLUS. 

BY CBAS. LEEDHAM-GREBN, M.D., F.&.C.S., 

LECTURER ON BACTERIOLOGY, MASON UNIVERSITY COLLEGE ; 

ASSISTANT SURGEON TO OUT-PATIENTS, QUEEN 's HOSPITAL, BIRMINGHAM. 

The rapid and sure detection of the diphtheria bacillus is 
unquestionably of the utmost importance both to the bacteri- 
Qlogist and the clinician^ as the diagnosis and treatment of 
diphtheria have come to depend absolutely upon the bacterio- 
logical examination. The old clinical signs and symptoms, 
upon which but a few years ago the diagnosis was so confidently 
established, have, one by one, been shown to be hopelessly 
iintrustworthy and misleading. 

* It is, moreover, of the greatest importance that the diagnosis 
should be rapidly, effected. Experience has abundantly proved 
the necessity of injecting the anti-toxin serum in the early stages 
of the disease. The medical attendant can, therefore, hardly be 
expected to wait longer than 24 hours for the bacteriological 
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report. Unfortunately it would seem that just as the importance 
of a rapid and certain diagnosis is more and more recognised, 
the difficulty of making it is increased. 

This whole difficulty lies in the separation of the true, or 
Loeffler, bacillus from the various false or pseudo-bacilli. 
Although the relationship of these micro-organisms has been 
the subject of numerous investigations, our knowledge of it is 
still most imperfect. It is, however, clear that the relation 
between the two varieties is more intimate, and their distinctive 
characteristics much less marked than has been generally 
recognised. 

Bacilli which closely resemble the true diphtheria microbe are 
very widely distributed. Not only are they found in association 
with the tme bacillus, but also in the normal secretion of the 
mouth and nasopharynx. These bacilli are also almost con- 
stantly present on the conjunctiva, both in health and disease.* 

In the disease called Xerosis conjunctivae, a bacillus is present 
which closely simulates the diphtheria bacillus. Many authors 
regard this as the V. Hofmann-Wellenhof pseudo-bacillus ;t others, 
and amongst them Loeffler, Escherich, and Axenfeld,t regard it 
as a specific microbe. Be this as it may, the Xerosis bacillus is 
one of the micro-organisms which, like the V. Hofmann- 
Wellenhof bacillus, so closely resemble the diphtheria microbe 
as to render the diagnosis of the latter a great difficulty. 

It is quite impossible merely from the appearance of these 
organisms to distinguish one from the other. Although generally 
the diphtheria bacillus is long, slender, and frequently clubbed 
at one or both ends, and the pseudo bacillus is short, straight, 
and regular, this is by no means always the case. TTte 
characteristic of the diphtheria bacillus is its great variability I 
Now long, now short, now straight, now curved. Neither by 

* V. Hofmann-Wellenhof. Wiener Med. Woch., i888. Loeffler. Centr. 
f. Bact. Bd. 2., S. 105. 

tSchani. Deutsch. Me<K Woch., 1896, No. 18. Peters. Deutscb. 
Med. Woch., 1897, No. 9. 

% Berlin. Klin. Woch., No. 9, 1898. 
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appedrafice nor by -use isf the tominoH staimng re-agents is it. 
possible to detect any constant distinction between the two 
varieties.* • . ' : , 

The statement that the pseudo-bacillus grows better and more 
quickly oh serum, glycerine agar, and common agar, £^nd at 
a lower temperature than the tru6 bacillus (v. Hofmann- 
Wellenhoff, Eischerich, and Loeffler) is, though generally true, 
not sufficiently constant to allow of a diagnosis being based 
upon it (Fraenkel*). Nor are the products of the broth and 
potato cultures more reliable. 

Much attention has been paid to the production of acid by : 
the true bacillus, when grown in broth. This fact, first dis^ j 
covered by Roux and Yersih,t and more closely studied by 
Zamiko,|| £sch6rich,§ and Max Neisser,1I has been largely made 
use of as an aid to diagnosis. But although as a general rule 
blue litmus broth is turned red by the growth of the true bacillus, 
and is unchanged by the false, yet this is not sufficiently 
constant to be made use of in diagnosis, for in a considerable 
proportion of cases the pseudo-bacillus produces an acid instead of 
an alkcUi If, however, the amount of acid produced be 
quantitatively estimated, as has been done by Escherich, Max 
Neisser, Fraenkel, and Peters,** its value is certainly increased. 
Fraenkel, speaking of it, says that when grown under similar 
conditions, especially in the same medium, the true bacillus 
always produces more acid than the false. On the other hand, 
it must be mentioned that Neisser found a Xerose bacillus 
which produced as much acid as the most typical LoefHer, and 
Peters makes a similar observation with regard to one of his . 
pseudo-bacilli. Still, as Fraenkelft rightly points out, its 

♦ Berl. Klin. Woch., 1897, S. io88. . j : 

]: Annates de rinstitut Pasteur, 1888, p. 629. ^ . 

II Centralbl. f. Bact., 1889, S. 2^, , 

§Epidemische Diphtheric, Wien 1894, S. ioi. ' ' 
ITZeitschr. f. Hyg., Bd. 24. 1897. 
♦* Deutsch Med. Woch., 1897. ; 
tt Berl. Klin. Woch., Bd. 50, 1897. 
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negative side is undottbted, for there is no case recorded where 
the true bacillus has produced no acidity. 

The hope that it would be possible to distinguish between 
the two varieties by means of the specific agglutination of an 
anti-toxine serum has proved fallacious. Both Fraenkelt and 
Spronk:^ found that both the true and the false bacillus grew 
readily in the most powerfbl anti-toxine serum. Thus it is seen 
that is impossible to distinguish with certainty between the true 
and false forms from their morphological and cultural appearances, 
and we are forced back to a consideration of the great funda- 
mental distinction — the production of a virulent poison or 
toxine. 

For the purpose of estimating this, the guinea-pig is selected, 
on account of its exceeding susceptibility to the diphtheria 
poison. A small subcutaneous injection (less than ^ c.c.) of a 
forty-eight hours* broth culture of the diphtheria bacillus is 
sufficient to kill an adult guinea-pig — the animal dying with 
characteristic symptoms, in from two to four days. A much 
larger injection of the pseudo-bacilli produces no effect. But 
even this test is not free from serious objections, apart from the 
inconvenience, nay, frequently the impossibility of waiting 
several days for the result. Every bacteriologist knows how 
exceedingly variable the virulence of a micro-organism may be, 
and the diphtheria bacillus is certainly no exception to this rule. 
Instead of dying within forty-eight hours, the animal may live 
four, six, or even ten days, and die with the symptoms of 
exhaustion rather than with those characteristic of the disease. 
At other times no constitutional effects follow the injection, but 
merely a slight inflammatory induration at tlie site of the 
puncture, even after the injection of five or ten times the 
amount that is usually fatal. 

Nor, on the other hand, is the pseudo-bacillus quite as harm- 
less as might have been supposed. Not uiifrequently it causes 

t Hyg. Rundsch, 1896, No. 20. 
X Sem. Med, 1897-8, p. 353. 
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a local inflammation atthe site of the injection, Zupnik* found 
all varieties of pseudo-bacilli pathogenic to guinea-pigs^ causing 
infiltration of the subcutaneous tissue and necrosis ol the skin. 
At times, severe constitutional symptoms appear (Fraenkel)*. 
Eschericht says that some of his guinea-pigs, after the injection 
of the pseudo-bacillus grew markedly thinner, and eventually 
died. Roux, Yersin, Peters, and many others have observed 
the same. 

Still more startling is the fact that these micro-organisms 
possessing little or no pathogenic properties have been so altered 
by cultivation as to become even as toxic as the true bacillus. 
Roux and Yersin t found that a culture of pseudo-bacillus, which 
previously had produced only a slight local inflammatory re- 
action, after injection with a strepto-coccic culture became so 
viriilent that it was impossible to distinguish it from the true 
bacillus. 

Again, Trumppij isolated an undoubted pseudo-bacillus from a 
case of empyema ; the bacillus was quite innocuous to guinea- 
pigs even in large quantities. He then injected a mixture of the 
bacillus and diphtheria toxine ; and on the death of the animal 
recultivated the bacillus and repeated the experiment. After a 
time the bacillus became so altered in its nature that it was able 
to kill the guinea-pig without the addition of the toxine; and 
henceforth could not be distinguished from the true bacillus. 

All things being considered, it is hardly surprising that several 
bacteriologists have come to regard the true and the false bacilli 
merely as phases of one and the same micro-organism. § Be this 
as it may, there am be no doubt of the great and perplexing 
resemblance of one to the other. 

There is, however, still one more test which is said to dis- 
tinguish between the two varieties, and which at present seems 

— ■ '—_ ~ ' T . ' .■ — r-~: — • -. ■ . • • ■ ■ ' — 

♦ Berlin. Klin, Wpch. . No. 50, 1897, 
t Escherich. — Epidemiscbe Diphtheric. Wien, 1894. 
X Annales de I'lnst. Pasteur. 1890. 

i) Annates de rinstitut Pasteur, -1 890. § Schanz-rDeutsch. Med. Woch., 
No. 33, 1898. Axcnfeld— Bcrl. Klin. Woch., No. .9. 1898. 
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to be as accurate as it is simple and speedy. I refer to the 
staining of the so-called polar granules by the Neisser method. 
Babes and Ernst"^ drew attention to certain spore-like bodies 
situated at one or both ends of the Loeffler bacillus. These 
bodies or granules, for they are not spores, take up aniline stains 
more readily than the rest of the cell body, and so are easily 
differentiated. Max Neisserf, who first recognised their diag- 
nostic value, found that if the diphtheria bacillus were grown on 
solidified Loeffler's blood-serum, the bacilli when treated first 
with a dilute acid solution of methylene blue, and subsequently 
with Bismark BrownJ appear as slender rods stained brown con- 
taining dark violet-coloured polar granules at either end. In 
order that this method should be trustworthy, it is necessary to 
pay attention to several details. The culture must always be 
grown on solidified bipod-serum at a temperature of 35^ C, 
certainly not higher than 36^ C. The growth should be examined 
when from ten to twenty hours old. If examined earlier the 
staining may be limited to only a few bacilli ; on the other hand, 
if older than 20 hours there is a danger of other bacilli besides 
the diphtheric showing somewhat similar staining. 

During the past twelve months this method of staining has 
been largely tried at the Bacteriological laboratory of the Mason 
University College, where suspected diphtheria cases are ex- 
amined on behalf of the Corporations of Birmingham, Wolver- 
hampton, West Bromwich, and other neighbouring towns. As 
the number of cases examined during the year was very 
considerable there was abundant opportunity for testing the 
efficiency of the stain. Speaking generally I may at once say 

• Zeitzchrift f. Hyg., Bd. iv. u. v. 

t Zeitschrift fur Hygiene, Bd. 24, 1897. 

X The formula for this stain is as follows : (i) One gramme of methylene 
blue (Grubler's) is dissolved in 20 c.cm. of alcohol (96 per cent.) and mixed 
with 950 c.cm. of distilled water and 50 c.cm. of glacial acetic acid. 
(2) Two grammes of Bismark Brown are dissolved in 1,000 c.cm. of boiling 
distilled water, and the solution is filtered. 

Cover-glass specimens are stained in No. I for I to 3 seconds, rinsed in 
water, counter-stained in No. 2 for 3 to 5 seconds, washed in water, dried, 
fuad mounted in Canada balsam. 
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that the method has proved to be of the greatest value ; it is 
simple, rapid and trustworthy. In using it, however, it is 
necessary to observe certain precautions. The stain must be 
freshly prepared; the blue quickly loses its power, and the 
polar granules are no longer stained. I find it best to make up 
both the stains fresh every week. Some little practice is 
necessary in order to get the maximum staining. I have 
occasionally fcund that where the first film showed few or no 
polar granules, a second trial showed them clearly. The regula- 
tions laid down by Neisser as to the age of the culture, the 
temperature of the incubator and the nature of the culture- 
medium must be closely followed, or the value of the staining is 
imperilled. Neisser is, however, incorrect in saying that when 
the bacilli are grown in broth or on glycerine agar, the double 
staining does not take place. I have always found the broth- 
culture stain exceedingly well, and I have frequently obtained 
good results from the glycerine agar cultures. Nevertheless, 
the. closer one adheres to the original formula the better the 
results are. The polar granules, which are more oval than 
round, are, as a rule, (ound at one or both ends of the bacillus. 
Occasionally there is a third situated towards the middle, and 
more rarely a fourth is seen. As the bacilli are very faintly 
stained, a good microscope, plenty of light and accurate 
* focussing are essential. 

It is too early to say with any assurance what is the exact 
value of this double staining. There can be no doubt that as an 
additional test it is a distinct acquisition. But is it accurate 
enough to decide once and for all between the true and the false 
varieties 1 I think not. I have not met with any form of 
pseudo-bacillus or Xerosis-bacillus in which the polar granules 
resembled those of the true bacillus. Fraenkel exammed fifty- 
four cultures of pseudo-bacilli, and found but one which showed 
a very similar, if net the true Neisser reaction, although its 
broth-culture was entirely free from acidity, and it possessed no 
toxic properties when tested on guinea-pigs. On the other hand, 
I have several times obtained the characteristic staining from 



Digitized by 



Google 



226 Oiigimxl Commufticattons. 

cultures of the true bacillus, which through long cultivation on 
artificial media had completely lost all pathogenic effects^ when 
tried. 

I cannot agree with Fraenkel when he asserts that one may 
say with confidence that any suspicious micro-organism which 
does not show the polar granules when stained by Neisseria 
method is certainly not diphtheria, for I have occasionally met 
with cultures of diphtheria which, though, treated strictly 
according to Neisser's formula, showed no trace of the granule 
staining; yet the same bacilli after further cultivation would 
suddenly acquire this peculiar property. At first I attributed 
this lack of staining to some defect in the medium or the 
technique, but this view I have abandoned, and am now inclined 
to attribute it to degenerative changes in the bacillus. All 
observers are agreed, I think, that the gfMuilar bodies are not 
true spores but the result of a degenerative process. 

My experience shows that the old stock laboratory cii!t»cs 
stain more readily than fresh virgin cultures do. I have thence 
come to regard the positive side of Neisser's re-action as of 
greater value than the negative. 

If the suspicious micro-organism stains with characteristic poiar 
granules then it is certainly diphtheria ; if, on the other hand^ no 
polar granules are present^ then most probably it is not diphtheria. 

For purposes of diagnosis the Neisser's stain should be sup- 
plemented by an examination of '* the hanging drop " and 
staining with Gram. 



MEDICAL ABSTMCTS. 



OSTEOMALACIA. 

BY FRBD EDGE, M-D, 

Osteomalacia not due to Lactic -4«V^.— ^Hofmann (Centralblatt 
/ inn. Medic,, Nov. 14, 1897 ; B, M. J,^ Feb. 19, 1898) denies 
that moUities ossium is due to. a puFely chemical change, and 
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that es^cess of lactic ^cid ii;i the marrow plays a depart in 
removing the lime salts, from the; bones. 

Schmidt and Weber formulated this hypothesis. It was said 
that lactic acid was to be found In. the urine of patients suffering 
from osteomalacia, and the testing for lactic acid in the urine 
was recommended as an aid in diagnosis. Hofmann h^s 
examined the urine of two patients with well-marked mollities. 
The tests were repeated several times .attd^Bese of various kinds. 
Not a trace of lactic acid was eyer found. 

Heiss finds that lactjc acid does not produce mollities even 
when administei:e4 regularly and for long periods to animals. 

Some Remarks on Osteomalacia^ by Dr. Neumann (Archiv fur 
C^ukologie^ 1896, Vol. 50) page 138). — He has observed nine 
clinical cases in the second obstetrical and gynaecological clinic 
of Budapest. There has been much written in recent years on 
the subject of osteomalacia and its treatment, and Fehling's 
theory has been both hotly supported and combatted. 

Fehling says that osteomalacia is a trophoneurosis of the 
osseous system produced by the disease of the ovaries. 

Petrone considers the cause of the disease to be the micro- 
organisms of nitrification present in the body, which Winogradsky 
discovered, and which Petrone thought he had demonstrated in 
the blood of osteomalacic patients. To confirm his contention 
he injected the pure culture of the ferment into bitches, after 
which they suffered from a disease similar to osteomalacia. On 
the strength of this observation he denies the value of castra- 
tion — as an operation — and considers the chloroform narcosis 
during the castration to be the sole healing factor, since the 
chloroform may kill the micro-organisms mentioned. He says 
chloral hydrate has a similar effect to chloroform, and he was 
able to obtain a cure by using two grammes a day for three 
weeks. 

Latzko warmly supports this new teaching ; he has collected 

a fairly large, number of cases in Vienna, and has cured many 

,, patients with phosphorus (and not with chloral) whose action he 

^ascribes on Petrone's theory to the reduction of oxydation in the 

organism. 
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'" Vori Wincfcel differs from Fehling ; he considers the interval 
of time which occurs between the castration and improvement 
as much too short for changes to have already taken place in 
the bones ; he points much more to the diminution of tender- 
ness in the muscles and the periosteum whose sensibility is 
distinctly lessened after castration. 

Ldhlein says the cessation of tenderness is due to the empty- 
ing of the blood vessels as a result of the operation, and denies 
any specific working of the operation. He ha* removed a piece 
of the crest x)f the ilium in a case of osteomalacia, but cannot 
find the micro-organisms mentioned. The immediate effect of 
castration is due to relief of the blood vessels, and the permanent 
effect to the absence of premenstrual and menstrual congestion. 

Fehling denies Petrone's views, and cannot find the micro- 
organisms either in the body or the ovary ; hfe has made many 
investigations in giving chloroform and chloral hydrate but 
without result. 

Neusser's studies of the blood of' osteonialacic patients are 
very interesting. In many cases he found the eosino'philous 
corpuscles' of the blood increasied, and in some cases delicate 
elements of bone marrow were present and the myelocytes 
were increased. Since these marrow elements are not present 
in nonrial bloodhe considers them characteristic of moUiiies. 
It is known that the excretion of phosphoric acid, calcium, and 
magnesium in the iirine varies greatly in the different stages, 

Neusser found in a case of cure by castratiori that the num- 
* ber o'f eosinophiloiis cells in the blood decreased strikingly, 
thiis proving his view. This investigation points to the connec- 
tion being not'iietween the ovaries and the bones, but between 
the ovaries and the bone marrow. > j 

' Chirobak cannot find the blood changes. He has seen benefit 
from chloroform, and two cases where Porro's operation and 
bastration had failed were cured by phosphorus. 

Gudniot had a severe case of osteomalacia; he performed 
Caesarian section and preserved the ovaries and tubes; the 
'l;)atieht however was cured. . ■ j .. .. . 
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Kkinwachter points out that cessation of pregnancy also 
brings osteomalacia to a standstill. 

Otthtnann considers osteomalacia to be due to the increased 
function of the ovaries owing to increased vascularity of the 
broad ligaments. To this is added the less amount of hsemo 
globin in the blood and the decrease in alkalinity whereby the 
solution of the lime salt is favoured. 

Von Wiuckel thinks that adhesions and retroflexion of the 
uterus increase the vascularity. 

Kehrer rangies osteomalacia under chronic endemic diseases 
(Lepra, Beriberi) and considers it to be caused by osteolitic 
bacteria. 

Truzzi considers osteomalacia to be due to the metabolic 
relations between the life changes in the gerwtal glands and the 
neuropathic reaction of the tissues. Since castration frees the 
woman from pregnancy and menstruation it acts rationally even 
if it is at present empirical. 

Neumann then gives his cases and an exhaustive discussion 
of the points, and he arrives at the following conclusions as 
regards the treatment of osteomalacia : — 

1. Neither castration nor Caesarean section, nor the internal 
remedies can be considered ascertain curatives in osteomalacia, 
for although castration and Csesarean section cure the majority 
of cases, and internal remedies to a less degree do the same, 
yet there still remain a considerable number of cases in which 
these methods produce only improvement or not even that. 

2. It is undoubtiedly the case that improvement can be 
obtained by the use of internal remedies, but it is probable that 
this improvement is only the same as that which it is possible to 
'gain by simple amendment of the hygienic iand difetetic con- 
ditions. 

3. Quite a different condition of affairs comes in as relates -to 
the use of phosphorus when given after castration* bfCsesarean 
secdon if the convalescence is delayed or disturbed ; in these 
c^es the use of phosphorus was very valuable, the periosteal 

' pains rapidly lessened and motion was soon resumed. 
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4. In '];u>n-pregDaiit patients, especially when the disease has 
not made any great advances, the long use of intern^U remedies 
has only a certain range. When the conviction is obtained that 
after long use no improvement has been gained or the case is 
worse, and provided that the diagnosis is assured, castration 
should be performed as soon as possible so as to prevent the 
advances of the disease and the consequent deformity of the 
bones, which, if the disease be allowed Xo advance, may be so 
great that the heart and lungs are impeded by the thoracic 
deformity, and the patient's capacity for earning a living lost. 

5. In very severe cases even castration will not be able to 
check the advance of the disease. 

6. These cases allow no deduction to be drawn as to the 
value of chloroform as it was only used in one case. But it 
ought to be given a trial since in the worst case it improved 
the general condition and the sacral pain for some time, 

7. In pregnant osteomalacic patients, if the pregnancyj^^tiot 
far advanced and the bone disease is niaki^dapid steps, with 
great weakness and great SHfimng of the patient, the best 
method is .^ jUir pgtt o n of the pregnant uterus and adnexa — 
hysterectomy with retroperitoneal treatment of the stump by 
Chrobak's operation^as against artificial abortion and castration 
afterwards, since it is a less procedure to cure the patient with 
the one operation than to run the risks of bleeding and infection 
in the abortion and the puerperal state, and then to carry out 
castration, 

8. At the end of pregnancy or in labour when the termination 
of these is impossible or only possible by destruction of the 
embryo (relative indication) Csesarean section should be chosen, 
but not the .conservative method, but amputation, pf the ntenis, 
removal of the adnexa and sub-peritoneal treatment of the stump 
(Ghrobak). The extra-peritoneal treajtm-ent of the s.tump is only 
indicated in those cases where special circumstances, as rupture 
or infection of the uterus already are present and require it. 
Commencement of labour, that is, opening of the os uteri, 
cannot be taken as a cbntia-rndlcation to subiperitonenl tre«^- 
ment of the stump. 
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Hej^t {Archiv f. Gyn^ Vol. 53, 1897). — There aie three 
possibilities given as explanations of the connection of this 
disease with the activity of the genital glands, especially the 
ovaries. - Firstly, the physiological activities of the ovaries may 
suffice to originate or, at any rate, to increase osteomalacia in a 
diseased constitutional condition such as we call a diathesis. 
The ovaries here may be normal or may be in an indifferent 
pathological condition as regards the osteomalacia. 

Secondly, there may be pathological activity of the ovaries 
with likewise a diathetic condition. Examination also in this 
case might yield a normal result, since the pathological activity 
could be fully functional and nervous. 

Thirdly, and this is most important in the question of 
osteomalacia, the disease under question might only arise under 
quite special ovarian disease (in uien with a definite disease of 
the testicles) ; there must exist an " osteomalacic ovary," which 
ought to be diagDosable by definite microscopical changes. 
Whether we must also consider a diathesis to be present here as 
well is only of secondary consideration. Likewise, it might 
well be that'tlie ^osteomalacic ovary " would not be changed 
in any anatomical way, and would be T 3!fly fun c tiwiall y eh— gui 

It is said that there is a diminution in the number of fQllicles 
in the ovary and of ova. If the changes are functional or in the 
nervous system, it may well be that we do not know how to 
make them out microscopically. Heyse worked out the number 
of follicles in two cases, and finds the figures are as 5,100 to 
17,600, the latter being the normal number in the ovary. 

Neumann {Archrvfiir Gyndkoiogie^ Vol. 51, 1S96) has worked 
at the chemistry of osteomalacia. The metabolic changes 
include not only calciuni, magnesium, and phosphorus, but also 
nitrogen, ^nd the whole system undergoes pathological changes. 

The results obtained are in favour of Fehling's theory, since 
castration and hysterectomy influence the metabolism of the body 
^vourably so far as osteomalacia is concerned. He says: — 
" We believe we have proved that the radical treatment of osteo- 
malacia^«castration-^is only justified to a certain extent^ and 
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that after this limit the disease is not influenced by the opera- 
tion, and it may be that the patients are injuriously affected by 
it. This point or limit is difficult to define, but it may be said 
that it is not solely or chiefly dependent on the amount of bone 
distortion, but that the general symptoms (wasting, muscle 
weakness, disturbance of the circulatory and respiratory oigans, 
albuminuria, &c.) are much more decisive in answering this 
question. When these grave symptoms are pireseht there can 
be expected no good results ir(M» castration,^ and therefore more 
palliative reniedies are indicated. 

It must also be stated that even in mild cases we do not mean 
to give the radical treatment any sovereignty over the palliative 
treatment ; this much is certain, when palliative remedies have 
been tried for a period, which depends on the progress of the 
disease, and no definite improvement has been obtained, then 
radical treatment must be carried out without delay before that 
limit has been reached when radical treatment is of, no avail. 
This radical treatment is castration, or hysterectomy in pregnant 
women where the viability of the child cannot be waited fori 

The chief bone lesion found so far has beefi the hyaline 
deg^neratiOri of thfe vessels of the naarrow, but whether this is 
primary or secondary to the osteomalacia is difficult to say. 

Fehling has reported 14 cases of osteomalacia treated by 
castration and 6 by Porro's operation. The results of castration 
were as follows : — One patient died immediately after operation 
(obstruction of bowel). One patient whose complete cure was 
watched for a year has drifted away and cannot be found. 
Four patients died of other causes after remaining well for two 
years : in them all locomotion was preserved until the onset of 
the cause of death. Eight are alive, and of these — 

2 were operated upon 7 yeats ago and are cornpletely cured. 

^ » » 4 »l )} )) 9» 

3 )} M 3 n » )) »» 

I „ n 3 )i is decidedly improved. 

I „ „ 3 „ and was well for 2 J( years 

and has relapsed the last 5^ of a year. 
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Of the 6 patients delivered by Porro's operation 5 were cured 
(1 since slightly relapsing) and i died of sepsis after the 
operation. 

The extirpated ovaries (examined by Dr. Rossier) show similar 
changes to those described by Velits (hyaline degeneration of 
the vessels). 

Fehling recommends castration (removal of the tubes and 
ovaries) for severe cases of osteomalacia (excepting during the 
puerperium) if all means have been taken without result and 
the patient has become incapable of walking or doing her work. 

Curatulo and TaruUi (Centralblatt f, Gynak., 1895, No, 21) 
have made experiments on animals to study the influence of 
castration on the metabolism of the body. Bitches were placed 
upon a regulated diet until the average excretion of nitrogen and 
phosphates became almost steady. After removal of the ovaries 
the amount of phosphates in the urine was markedly diminished 
in amount for a long time. In one bitch an average daily of 
9*93 g- of nitrogen and 1*50 g. of phosphorus before castration ; 
after the operation the daily average observed for three months 
was about as before of the nitrogen, while the average excretion 
of phosphorus was about o 60 g. less. This striking diminution 
came on somewhat rapidly after castration; in one bitch a 
decrease in the phosphorus excreted was observed as soon as 
the third day after operation. The authors, considering that the 
phosphorus comes partly from the food and partly from the 
products of the working of tissues containing organic bodies 
holding phosphorus, and chiefly from the removal of earthy 
phosphates from the bones, come to the conclusion given : — 

We are of opinion that the ovaries, just as the other glands of 
the system, in accordance with the theory of Brown-S^quard, 
have an internal secretion, that is, they constantly send a pro- 
duct into the blood whose chemical composition is yet unknown. 
This body is specially capable of promoting the oxidation of 
phosphorus-containing organic bodies which yield the matter 
for the formation of the salts of bone. Hence it follows that 
removal of the ovaries leads to a great retention of organic 
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phosphorus, which leads to a great increase of lime salts in &e 
form of calcium and magnesium phosphate and the re-estaldish- 
ment of the normal hardness of the bones 



HE V IK US. 



A TEXr-BOOK OF DISEASES OF WOMEN:* 

The author states in the preface that the book is written for the 
mediqal student, and from this point of view it is, in our opinion, 
deserving of the highest praise. 

The descriptions of diseases and the views as to their caus- 
ation are thoroughly sound, and for the most part in accordance 
with those of standard English works. We will briefly note 
some points which have appeared to us to suggest comment as 
we have looked through the book. 

The second chapter is on Methods of Examination ; and the 
use of a gynaecological table with the woman in the lithotomy 
position, her feet supported by stirrups, is recommended. This 
position undoubtedly facilitates exami'^ation, but has not come 
into vogue in this country nor does it seem likely to do so. We 
note that especial regard is paid to aseptic precautions in 
making routine examination, and justly so, as there is much 
neglect in this particular in daily practice, and we are glad to 
see the following statement — " With our present methods of 
examination, however, the sound is but of little, if any, use. 
The size and direction of the uterus can in nearly all cases be 
determined by bimanual examination." With this view we 
entirely agree, and think that far too much importance is attached 
to the use of the sound in English text-books; and as a result 
there is far top great a tendency to use it as a routine in investi- 
gating uterine disease. 

♦ A T«xt-BoQk of Diseases of Women. By Charles B. Penrose, M.I)., 
Professor of Gynaecology in the University of Pennsylvania. One volume, 
octavo, 529 pages. Price 20s. Rebman iPublishing ConipanyV 
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Attenticni is called to a small point iti the diagnosis of 
gonorrhoea, viz., that the orifice of the duct of Bartholin's gland 
is surrounded by a red areola ; this is called the " gonorrhoea! 
macula," and is said to persist after all other evidences of 
gonorrhoea have disappeared. To the importance of 'this sign 
we have for some time paid attention, but it is not generally 
recognised and taught in our text-books. 

The author states in the preface that he has in most instances 
recommended but one plan of treatment for each disease, and 
we find in reading through the book that he has generally given 
the plan which has been most widely adopted and is generally 
looked upon as the best, but we do not think that this holds 
good in reference to Perinaeorraphy ; he advises denudation of 
the surfaces, with removal of mucous membrane and skin, and 
does not mention the flap-splitting method (which has been 
especially associated with the name of Lawson Tait) and which 
in our opinion is far preferable to any method which involves 
loss of tissue. 

In the treatment of Prolapse he advocates colporraphy, and 
entirely discards Pessaries, not mentioning the ring PesjJary, 
which in the hands of gynaecologists in this country is found to 
give effectual relief in some cases. Although he advocates the 
treatment of retroversion by the pessary ; for cases of backward 
displacement of the uterus, which do not yield to the pessary 
treatment, he advocates ventral fixation or Alexander's opera- 
tion, placing more reliance on the former. We think that 
vaginal fixation is replacing ventral as an operative treatment of 
retroflexion In common with other American writers, the 
author appears to us to attach far too much importance to the 
operative treatment of laceration of the cervix, and he makes 
the following statement :— -" In women approaching middle life 
(forty years of age) all lacerations of the cervix should be closed, 
whether or not they pirbduce symptoms,^' giving as the reason 
that cancer is most likely to originate in an old laceration. In 
the chapter on cancer of the cervix he states that that disease is 
very rare in women who have never conceived. Our own 
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experience does not bear tbis out, as we have* met with^veiwl 
cases. . . 

In the chapter on fibroids it is stated that " operative treat- 
ment is usually demanded in the case. of fibroid turnours." As 
a recent discussion at the Obstetrical Society of London showed, 
this is not by any means the opinion of all the British authori- 
ties, though the statement that " hysterectomy is deservedly the 
favourite operation for uterine fibroids at the present day" will 
meet with general acceptance. 1 

The book is printed on good paper, with excellent type,'and 
is profusely illustrated. The American method of spellings with - 
the avoidance of all diphthongs, is followed throughout,ra^d 
such words as "fetal " look strange to our eyes. ,. : ; » 



MEDICAL AND SURGICAL REPORt 
OF THE PRESBYTERIAN HOSPITAL IN THE/ 
CITY OF NEW YORK.* . .^ 

The third volume of the Reports of the Presbyterian' Hospital 
of New York contains an exceptionally valuable sieries of papars; 
The interest centres in the medical articles, which contain the ' 
record of much original work and minute observation. 

We cannot attempt to notice more than a few of the most 
important of the twenty-eight articles contained in the volume, 
and therefore pass over altogether . the records of . individual 
cases, although many of these are of considerable Interest. The 
first of the longer contributions is 10 be found in Dr.. J. ,S. 
Thacher's essay on the various methods of estimating the 
hydrochloric acid present in the contents of the stomach. In 
addition to an excellent comparison of these mtethods^ this 

* Medical and Surgical Report of the Presbyterian Ho^pk^l in Uie City, 
of New York. Volume III. January, 189^. Edited by Andrew J, 
McCosh, M.D., and Waller B. James, M.D. New York : Trow Directory 
Printing and Bookbinding Company. 
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paper contains the record of a large number of original observa- 
tions. It is especially to be noted that Dr. Thacher expresses 
an utiqualiiied approval of Mintz's method for the estimation of 
the free hydrochloric acid, a result which is the more satis- 
feetory in that this is the only method which can be carried out 
without the resources of a chemical, laboratory and the expendi- 
ture of a large amount of time. Dr. Thacher postpones an 
estimation of the clinical importance of these examinations to 
some future time, and it will be interesting to. ascertain whether 
his experience supports the growing doubts as to their practical 
clinical value. Drs. Walter B. James and George A. Tuttle 
record a number of observations on the bacteriology of the 
blood in various diseases, arriving at the conclusion that the 
usefulness of such examinations is very limited except in 
cases of malignant endocarditis and a few of typhoid fever. 
The most elaborate paper is contributed by Drs. Fred P. Solley 
and Herbert S. Carter, who minutely analyse a series of 87 con- 
secutive cai?es of malaria which occurred in the practice of the 
hospital. This paper is a most excellent piece of work. Dr. 
peorge A. Tuttle analyses the results of the Widal reaction as 
carried out in 211 cases, 106 of which were clinical instances of 
typhoid fever, and in all of which, with four exceptions, the 
reaction was obtained. It is to be noted, however, that it was 
only by making repeated examinations in a number of cases that 
this satisfactory result was arrived at, and that single observations 
would have given, a very different conclusion. One hundred 
cases were clinically not typhoid fever, and in only four of these 
did the reaction take place. Finally, four cases in which 
typhoid fever had occurred within a year of examination all 
gave the reaction, whilst one with an interval of 2 1 months gave 
a negative result. We have also to notice a series of observa- 
tions by Dr. W. P. Northrup on the value of tuberculin (Koch's 
original solution) as a test for tuberculosis, which tend to 
support its reliability, and possibly to show its freedom from 
dinger ; and a contribution by Dr Walter B. James to the 
study of malignant endocarditis caused by the micrococcus 
lanceolatus. 
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In the section of Surgery, the chief articles are by Dr. Charles 
K. Briddon, who describes cases of operation on the pelvis of 
the kidney and on the gall-bladder and bile duct% together with 
a series of 18 cases of inter-muscular operation for appendicits. 
Dr. Edwin S. Steese also records 15 cases of brain abscess, and 
Dr. Andrew J. McCosh 14 cases in which trephining was 
resorted to for the treatment of epilepsy. The one gynseco- 
logical paper is from the pen of Dr. Forbes Hawkes, who 
records a series of 41 hysterectomies. 



RHEUMATOI D ARTHRITIS.* 

Dr. Bannatyne's treatise on Rheumatoid Arthritis has speedily 
attained the dignity of a second edition. Of this the author 
takes advantage to lay increased stress on his belief in the 
microbic origin of at least the acuter forms of the disease, and 
also to urge the necessity of reconsidering the question of the 
nature of some cases usually supposed to belong to the same 
category. VVith regard to the bacteriological question it must 
be admitted that there is still room for doubt as to the part 
played by the micro organisms described by Dr. Bannatyne and 
Dr. Wohlmann in producing the symptoms of the disease, and 
the matter must remain in doubt until their results have been 
verified and extended by further observations. Even if further 
research does not confirm their views, however, the value of 
their attempt to explain the causation of this most obscure 
disease is by no means to be overlooked. 

In the chapter on the Varieties and Diagnosis of Rheumatoid 
Arthritis, Dr. Bannatyne expresses his belief that at least two 
distinct conditions have hitherto been included under that title: 
first, the " acute and subacute cases characterised by inflammatory 

* Rheumatoid Arthritis : its Pathology, Morbid Anatomy, and Treat- 
ment. By Gilbert A. Bannatyne, M.D.Glas., M.R C.P. Ed.. Hon. Physician 
to the Royal United Hospital and to the Royal Mineral Water Hospital, 
Bath. Second Edition. Bristol: John Wright and Co. London: 
Stmpkin, Marshall, Hamilton, Kent, aqd Co. Limited. 1898. 
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changes in the joints, and by ulceration knd erosion of the 
cartilages and bones, by muscular atrophy, by nerve and trophic 
jthenomena, and by glaoduiar enlargement;" and secondly, 
chronic cases characterised iby "a slowly progressive thickening 
stnd hardening of all the joint structures, by the development of 
deformities, by the formation of osteophytes, and by the lipping 
of cartilage." The differences between these two sets of cases 
are of course very striking, but the argument in favour of their 
complete separation is a little weakened by the fact, which the 
author himself points out, that the acute disease not infrequently 
leaves behind it a condition indistinguishable from that seen 
in the cases which are chronic from the outset. The point, 
hpweyer, is by no means conclusive, and much weight must be 
allowed to Dr. Bannatyne's wide experience. 

Dr. Bannatyne asserts the efiicacy of creosote and its 
derivatives in the treatment of rheumatoid arthritis, and states 
that his observations show positively the value of these drugs. 
We wish that he had given some evidence on this point. Would 
It not be piossible to compare the results of such treatment 
with tiiose of other, methods in some definite particulars? For 
ejuunple, the recofds of thef weight of the patients would at any 
rate aft>td $dn(le evidence in the matter, even if no other means 
of registering progress could be devised. 



TROPICAL DISEASES.* 

This book affords an admirable introduction to the study of the 
diseases of warm climates. The author declares that it does 
not aim at the elaboration of the larger and well-known works 
on the same subject j but for a small book, in which the infor- 

^ Tropical Diseases : A Manual of the Diseases of Warm Climates. B7 
Patrick Mansoti, M.D„ LL.D. Aberd., F.R.C.P., Physician to the Seamen's 
Hospital Society, attached to. the - Branch .Hospital ; Lecturer on Tropical 
Diseases at St« George's hospital and Charing Cross Hospital Medical 
Schools. London, Paris, New York, and Melboume : Cassell and Company 
Limits. 189^. - ; 
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mation is necessarily somewhat selected and condensed, it 
certainly reaches a high level of excellence. 

The book is divided into seven sections, the arrangement of the 
contents of which is, perhaps, a little open to criticism. Thus, for 
example, it seems at first sight somewhat artificial to separate 
Cholera and Dysentery from the Fevers, and to class them in a 
separate Section as '^ Abdominal Diseases." The other sections 
are devoted to the study of General and Local Diseases of 
Undetermined Nature, Infective Granulomatous Diseases, 
Animal Parasites and Associated Diseases, and Skin Diseases. 

Of the various chapters, those on Malaria and Filiariasis are, 
we think, undoubtedly the best. This is not surprising, seeing 
that they are both subjects on which Dr. Manson is an acknow- 
ledged authority, and in connection with which he has done much 
original work. The series of chapters on Malaria give an 
extremely clear and interesting account of that most interesting 
disease. The author's well known views with regard to the 
nature of the crescents and flagellated bodies are of course 
insisted upon, though the opinions of those who disagree with 
him are also stated. There is also a full account of what must at 
present be termed Dr. Manson's conjectures with regard to the 
part played by the mosquito in the extra corporeal Hfe-history of 
the parasite. These conjectures have much to be said for them on 
the ground of prima facie probability, and have received not a 
little support from the work of Surgeon-Major Ross, but as 
Dr. Manson himself admits, they partake at present more of the 
nature of speculations than of scientifically ascertained facts. 
The chapter on Filiariasis is second only in excellence to those 
on malarial infections. 

With regard to the rest of the chapters, we can only say that 
although the subjects with which they deal are treated some- 
what less fully, they yet afford a clear and easily grasped account 
of the several diseases, and that the book shows no trace of that 
tendency to superficial work which is the fault of so many small 
text-books. It will hence meet a want which has been felt by 
many practitioners, and especially by those whose acquaintance 
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with tropical diseases is riot likely to be sufficiently extensive to 
justify the very considerable outlay of time needed for the study 
of the larger works on the subject. • 



SYSTEM OF MEDICINE. BY MANY WRITERS.* 

There is so little adverse criticism to be passed on this 
excellent voiume, that our review can scarcely consist of more 
than a record of a few of its most interesting articles. It is 
devoted to diseases of the respiratory and circulatory systems. 

The volume opens with two exhaustive articles by Dr. Wra. 
Ewart on Bronchitis and Bronchiectasis, the latter of which is 
probably the best exposition of its subject extant. Dr. Pye 
Smith follows with the chapter on Pneumonia, in which there is 
naturally but little novelty to be found, though it is written in 
the author's usually excellent style. Although this article 
includes the chronic as well as the acute forms of pneumonia, a 
separate chapter is devoted later on to the subject of Pneu- 
moconiosis, and this has been well written by Dr. J. T. Arlidge. 
To Dr. Percy Kidd has been entrusted the peculiarly difficult 
task of writing on Pulmonary Phthisis, and Dr. Kingston Fowler 
deals with Emphysema and Syphilitic Disease of the Lungs. 
These articles are all good, the last gaining greatly in interest 
from the cases which are recorded in full. Dr. Goodhart con- 
tributes a characteristically readable article on Asthma and Hay 
Fever, and the Diseases of the Pleura are finally described 
by Drs. West, Gee, and Finlay, Dr. Herringham coming to the 
assistance of Dr. Gee in dealing with the pathological anatomy 
of the disease. Although on the whole this first half of the 
volume does not reach the exceptionally high level of excellence 
which marks nearly the whole of the articles on the diseases of 

* System of Medicine. By Many Writers. Edited by Thomas Clifford 
Allbutt, M.A., M.D., LL.D., F.R.C.P., F.R.S., F.L.S., F.S.A., Regius 
Professor of Physic in the University of Cambridge, Fellow of Gonville and 
Caius College. Volume 5. London ; Macmillan and Co. Limited. 1898. 
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the circulatory system, yet we know of no better series of 
articles in any system on the sa^ .s^;of subjects. 

In the diseases of the circulatory system, not only are tljeare 
admirable articles on the General Features of the Blood by Pro- 
fessor Michael Foster, on Miethbds of Clinical Examination of 
the Flood by Dr. Monckton Copeman, and oh Cardiac Physics by 
Professor Sherrington, but a place has been given to tht various 
Anaemias, the Haemorrhagic Diseases, atid Dropsy-^the last article 
being from the pen of Dr. Dickinson; Of these articles, that crn 
Chlorosis, by Professor Allbutt, stands out from the rest, if only 
for the excellence of the style in which it is written. The same 
writer deals with Functional Diseases of the Heart, Mechanical 
Strain of the Heart, and Disease of the Aortic Area, and all of these 
articles are eminently well worth studying. Of the remaining 
chapters, that by Dr. Sahsom on the Diseases of the Mitral Valve 
deserves special mention, for, although differing widely in style 
from its fellow on Aortic Disease, it is yet in its way as complete 
an exposition of its subject. These two articles are in our 
opinion two of the best of those which have as yet appeared in 
the System. 



ATLAS OF 
METHODS OF CLINICAL INVESTIGATION.* 
Dr. Eshner's translation of Dr. Christfried Jakob*s Atlas of 
Methods of Clinical Investigation forms the first of the 
American series of " Atlases " which are to appear under 
Messrs. Rebman's auspices. These are translations into English 
by American i^riters of the well-known corresponding German 
series, and the remarkably small price at which they are issued 
places these books now for the first time within the reach of all 
medical students. 

* Atlas of Methods of Clinical Investigation^ with an £pitoine of Clinical 
Diagnosis and of Special Pathology and Treatpaent .of Internal Diseases. 
^ By Dr. Christfried Jakob, formerly First Assistant in the Medical Clinic at 

\^ £U-langen. Authorised Translation from the German. Edited by Augustas 

A. Eshner, M.D., Professor of Clihicar Medicine in the Philadelphia Poly- 
clinic, Physician to the Philadelphia Hospital, &c. London > The Rebman 
Publishing Co. Ltd. 



Digitized by 



Google 



Reviews, 243 

The present book is. aa. excellent example of the diagrammatic 
method of teaching clinipal medicine, and the numerous and 
beautifully-executed coloured plates, which occupy a large part of 
it, will doubtless be of the greatest assistance to students. The 
fkst part is enthrely taken up by the plates. These are devoted first 
tp " Clinical Microscopy and Ghemic Color-Reaqtions," repre- 
senting the results of the examination of the blood, urine, gastric 
contents, sputum, and other normal and pathological materials ; 
secondly, to the "Normal Projection of the Viscera and 
Percutory Topography," a section which will greatly aid the 
student in obuining a clear idea of the relations which the 
various viscera hold to the surface of the body j and, lastly, to 
diagrammatic representations of the physical signs of disease. 
The latter set of diagrams are perhaps a little difficult to follow 
owing tO; the somewhat complicated series of symbols needed 
to repres«it the various physical phenomena, but even these 
cannot fail to be of assistance to a student whilst reading other 
text-books. 

The latter half of the book contains a good account both of 
the methods of clinical examination and of the chief signs and 
symptoms of the various diseases, and includes a very brief 
consideration of their diagnosis and treatment. The whole 
book, however, is essentially devoted to physical signs and 
physical examination, and we welcome it as affording valuable 
assistance in the acquirement of a clear knowledge of these 
all-important matters. 



MASTERS OF MEDICINE 
SIR BENJAMIN COLLINS BRODIE.* 

The life of Sir Benjamin Brodie perhaps hardly equals in 
interest that of its predecessors. For this, however, its author 
cannot be held responsible, for the incidents in the life are. not 

* Masters of Medicine — Sir Benjamin Collins Brodie. By Timothy 
Holmes, M. A., F.R.C.S. London '. T. Fisher Unwin. 
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very numerous, nor is there a large amount of origio^ scientific 
work to be recorded. Although Sir Benjamin Brodie wais 
undoubtedly a great surgeon, it is perhaps a little difficult to 
attribute to him any such pronounced influence on the progress 
and history of medical science as was exercised by the greater 
men whose biographies have hitherto appeared. Hence Mr. 
Holmes had a harder task to perform than that set before his 
colleagues, and we fancy that his demonstration of Sir Benjamin 
Brodie's "Mastership of Medicine," in the sense of the title of 
the series, is sometimes a little laboured. Moreover, the picture 
left in the mind is at the end rather colourless and its outlines 
wanting in clearness, and we feel that we know somewhat less 
of its original than we could wish. 

The book, however, only suffers from comparison with the 
very interesting works which have preceded it. In itsdf it 
is extremely well written, as would be expected from its 
author, and is of value as giving details of the life of a man 
whose name alone is now familiar to the majority of the present 
generation. 



SCHENK'S THEORY.* 

The value of this book will, we are inclined to think, depend 
mainly upon the elaborate review of the various theories of sex 
determination with which it opens. Professor Schenk adopts 
the now prevalent view as to the dependence of the sex of the 
offspring- upon the degree of nutrition supplied. His own con- 
tribution to the discussion lies in the contention that the small 
quantity of sugar found, as he maintains, in the normal urine, is 
an indication of an incompleteness in metabolism which in a 
pregnant woman interferes with the nutrition of the foetus, and 
therefore tends to produce a child of the female sex. Hence 

♦ The Determination of Sex. By Dr. Leopold Schenk, Professor at the 
Imperial and Royal University, and Director of the Embryological Institute 
in Vienna. Authorised Translation. London : The Werner Company. 
1898. 
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Professor Schenk believes that such a modification in the diet of 
the mother as will tend to remove all traces of sugar from her 
tirine will go far towards insuring the birth of a male child, and 
he brings forward cases by which he claims that he has been 
able to prove, or at any rate support, his theory. We cannot 
pretend to think these cases very conclusive, nor does the 
theory itself appeal to us as being probably true. We do not 
feel convinced that the removal of such minute traces of sugar 
as exist in the normal urine, if they exist at all, need necessarily 
indicate a greater nutritive power on the part of the mother, and 
the fact, which the author himself points out, that a diabetic 
woman may bring forth a male child, seems to us to be almost 
conclusive against the theory. It is, however, fair to add that 
Professor Schenk does not consider this point of vital im- 
portance. 



BUXTON : ITS BATHS AND CLIMATE.* 

In this fourth edition of his book Dr. Hyde has revised and 
partially re- written some of the chapters, whilst new sections 
have been added on Buxton as an Educational Centre and 
Buxton as a Resort for Consumptives. The latter is probably 
the most important addition to the book, and in it Dr. Hyde 
expresses his opinion that Buxton possesses not a few of the 
characteristics which have rendered the Swiss health resorts so 
popular in the treatment of phthisis. These characteristics, 
though of course much modified, are purity of air, warmer 
temperature in winter, rarity of atmospherf and low barometric 
pressure, comparative absence of mist, dryness of air and 
subsoil, large amount of ozone, and intensity of light. The 
recent reaction in favour of open-air treatment of consumptives 
at home, in preference to their banishment to distant and less 

♦Buxton: its Baths and Climate. By Samuel Hyde, M.D., Vice- 
PreSident and Chairman of Council British Balneological and Climatological 
Society. Fourth Edition, revised. Manchester : John Hey wood. 1898'. 
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comforUtble sanatoria gives : much interest to this. opinion, and 
if. proper accommodation and means are forthcoming at Buxton 
for this open-air treatment, it is likely, we think,, to become, an 
important resort for consumptive patients; 



PRACTICAL ORGANIC CHEMISTRY.* 

This book is mainly intended for the use of medical students 
and others reading for the science examinations of the various 
universities. Each substance included is treated independently, 
and no systematic tabulation is attempted, but under each 
heading a good summary of the chief prcfjoties ^bbA icacdons 
of the compounds will be found. This, the second edition, has 
been brought into uniformity where necessary with the new 
Pharmacopoeia. It is a book which should be oi considerable 
value to students. 



MAMMALIAN ANATOMY.f 

We welcome the advent of this splendidly printed and illustrated 
volume, because we are impressed with the great importance of 
a due study of mammalian types for those who would really 
appreciate the anatomy of the highest and most specialised of 
that order — Homo. To the mind of too many so-called biolo- 
gists of the day, biology means the study of worms and insects, 
and if it rises beyond this to the consideration of vertebrata, it 

♦ Practical Organic Chemistry : the Detection and Properties of some of 
the More Important Organic Compounds. By Samuel Rideal, D.Sc. Lond., 
F.I.C., F.C.S., sometime Lecturer on Chemistry at St. George's Hospital 
Medical School, and Examiner in Chemistry, Royal College of Physicians. 
Second Edition. London : H. K. Lewis. 1898. 

t Mammalian Anatomy, a Preparation for Human and Comparative 
Anatomy. By Horace Jayne, M.D., Ph.D. Part i., The Skeleton of the 
Cat. London and Philadelphia : J. B. Lippincott Co. 
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seldom reaches beyond iishes and the ever-present frog. Dr, 
Jayne'has iti this eQCyclop»dic wotk given a very full account 
## t^e osteology of the Cat as a type of the mammalia readily 
obtainable by any9iie'pptse^d of a back-garden and a saloon 
rifle. The descriipltion is extremely full, and deals even with 
such subjects as variations in (he teeth and size of the bones, so 
interesting, yet so much neglected. When we state that there 
are over 600 figures, admirably drawn and equally admirably 
reproduced, it will be understood that the book has been 
brought out in the most complete manner. 

We can strongly recommend it to all students of Mammalian 
Anatomy. 



ELEMENTS OF HISTOLOGY.* 

The nine years that have elapsed since the appearance of the 
last edition of Dr. Klein's text-book have added many things to 
our taowledge of histology. Hence much revision and re- 
writing have been ibcind to lie necessary for its re-publication. 
Especially is this true with regard to the sections dealing with 
the nervous system, parts of which have been written entirely 
afre^, with the result that a very clear account of all the most 
recent work is to be found in its pages. Dr. Klein, has- been 
assisted in this work by his colleague at St, Bartholomew's 
Hospital, Dr. J. S. Edkins, and both authors are to be con- 
gratulated on the appearance of a book which deserves well to 
become, as it probably will become, the favourite among the 
smaller text-books^n histology. 



• "♦Ebmeiits of Histology, By E. Kieini M.D., FjR S., Lecturer on 
General Anatomy and Physiology, and J. S Edkins, M.A., M.B, Joint 
Lecturer ^nd Demonstrator of Physiology 4n the Medical School of St. 
Bahholomew*s- Hospital. Revised and Enlarged* Edition London, Paris, 
New York, and Melbourne : Cassell and Company Limited. ~ 4.89&I 
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ORAL SURGERY.* 

This little work, intended chiefly for dental students preparing 
for their final examination, is one that can b« thoroughly recom- 
mended for that purpose. It is written in good style, and is 
both concise and practical. 

The author has not confined himself to English authorities in 
compiling this book, for the woodcuts in Chapters iii. and iv., 
treating of periostitis of the jaws and alveolar abscesses, are 
taken from an American work, and bring the subjects in hand 
quite up to date. A careful perusal of this book by both 
medical and dental practitioners would amply repay them. 



HEALTH LOSS AND GAIN.f 

The writer of this book is well known as a teacher of physical 
exercise. We heartily agree with what is the real contention of 
the book, namely, the great gain to health which would accrue 
from a more systematic and wide-spread attention to the develop- 
ment of the body and its several parts. We fear, however, that 
the preliminary chapters will do little more than weary those 
readers who already realise, as do most members of the medical 
profession, the importance of the preventive side of the practice 
of medicine. We should welcome a more explicit treatise on 
physical culture from the same pen. 



* Oral Surgery. By Edmund Roughton, B.S., M.D. Lond., F.R.C.S. 
Eng., Assistant- Surgeon and Surgeon-in-Charge of the Throat and Ear 
Department Royal Free Hospital, Honorary Visiting Surgeon National 
Dental Hospital. London : J. P. Segg and Co. 

t Health Loss and Gain. No i. A Plea for the more Definite and 
Extended Practice of Preventive Medicine. By M. A. Chreiman. London : 
The Rebman Publishing Company Limited. 1898. 
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THE EDINBURGH MEDICAL JOURNAL .♦ 

We have received the third volume of the new series of the 
Edinburgh Medical Journal^ containing the six numbers which 
have appeared during the first half of the current year. Those 
who are in the habit of reading the monthly issue of this journal 
will know that the volume contains a large number of papers of 
great interest ; and the reviews of current medical and surgical 
work are carried on on a scale which renders them of more 
than ordinary value. The volume therefore forms an important 
addition to any medical library. 



THE CURE OF CONSUMPTION.t 

This book forms one of the Burdett Series of Popular Text- 
Books on Nursing. It contains a good account of the principal 
points which are to be observed in nursing cases of phthisis, 
both acute and chronic. The preliminary elementary chapters 
on the anatomy and pathology of the disease will probably 
interest the readers for whom they are written. 



TRANSACTIONS OF THE 

DERMATOLOGICAL SOCIETY OF GREAT BRITAIN 

AND IRELAND.! 

We have to acknowledge the receipt of the fourth volume of the 
Dermatological Society's Transactions, which contains abstracts 
of many interesting communications, together with several 
plates. The volume is, as usual, of very considerable interest. 

♦The Edinburgh Medical Journal. Edited by G. A. Gibson, M.D , 
F.R.C.P. Ed. New Series, Vol. iii. Edinburgh and London : Young 
J. Pentland. 1898. 

t The Cure of Consumption. By W. H. Daw, M.R.C.S., L.R.C.P. Lond., 
late House Physician Royal Hospital for Diseases of the Chest London : 
The Scientific Press Limited. 1898. 

:|: Transactions of the Dermatological Society of Great Britain and 
Ireland. Edited by George Pernet, M.R.C.S., and William Freeman, 
F.R.C.S. 1897-8. Volume iv. London : H. K. Lewis. 
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LITERARY NOTES. 



Mr, W. B. Saunders asks us lo call attention once more to the 
series of Hand Atlases now being published, the first volume 
of which is noticed in the present; number of the "Review." 
No less than 100,000 copies of the lithographic plates which 
form so prominent a feature of the atlases have recently been 
purchased, in the belief that a very large demand will be caused 
by the extremely low prices at which the books are issued. We 
are asked to state that these low prices — varying from 2}i to jji 
dollars, as compared with those of the original large German 
edition, which ranged from 30 to 40 dollars — have been 
rendered possible by the fact that eleven separate publishers 
have joined together in sharing the initial cost of the venture. 
We cordially hope that it will meet with the success which the 
high character of the publications should certafnly ensure. 

Mr. Saunders also announces the immediate publication of 
new and revised editions of Da Costa's Modein Surgery, 
McFarland's Pathogenic Bacteria, an American Text-Book 
of the Diseases of Children, an American Text -Book of 
Gynecology, Vierordt'is Medical Diagnosis (re-written and 
enlarged, and translated by Dr. Stuart), and Butler's Meteria- 
Medica and Therapeutics. The following new works are also 
announced for early publication, namely: — A Text-Book of 
Pathology, by Stengel ; a Text-Book of Obstetrics, by Professor 
Hirst ; the American Pocket Medical Dictionary ; an American 
Text Book of Diseases of the Eye, edited by Drs. de Schweinitz 
and Randall ; and Church and Peterson's Mental and Nervous 
Diseases. 

We are further requested to state that the Rebman PubHsbing 
Company, 129, Shaftesbury Avenue, London, have undertaken 
the entire publishing and advertising departments of " Public 
Health," the official journal of the Incorporated Society of 
Medical Officers of Health, and that all con>munications relating 
to the business (iart of the journal should in future.be addressed 
to them. 
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Heto Inanitions, Sntgs, etc« 

We have receiied from Messrs. Brown Bros., of Glasgow, 
samples of the " Harzbach Mineral Water." The water is 
effervescing, and has a slightly alkaline taste of a by no means 
unpleasant nature. It should prove acceptable as a mild mineral 
and table water. 



^eto Boofts, etc., filecetbeb. 

Medical Diseases of Infancy and Childhood. By Dawson Williams, 
M.D., Lend., Fellow of the Royal Collie of Physicians of London, and 
of University College, London ; Physician to the East London Hospital 
for Children, Shadwell. London, Paris, New York, and Melbourne : 
Cassell and Company Limited. 1898. 

Te$ts and Studies of the Ocular Muscles. By Ernest £. Maddox, M.D., 
F.R.C.S Ed., Ophthalmic Surgeon to the Royal Victoria Hospital, 
Bournemouth. Bristol : John Wright and Co. London : Simpkin, 
Marshall, Hamilton, Kent, and Co., Lim. 1898. 

Dwelling Houses : Their Sanitary Construction and Arrangement. By 
W. H. CORFIKLD, M.A., M.D. Oxon., F.R.C.P. Lond., Professor of 
Hygiene and Public Health in University College. Fourth Edition. 
London : H. K. Lewis. 1898. 

The East Suburban Medical Protection and Medico-Ethical Society Limited, 
Memorandum of Articles of Association. 

Transactions of the Dermatological Society of Great Bntain and Ireland. 
Edited by GBoaGft Pernkt, M.R.C.S., and William T. Freeman, 
F.R.C.S. 1897.8. Volume iv. London : H, K. Lewis. 

The Essential of the Art of Medicine, and other Papers. By J. H. Musser, 
M.D., of Philadelphia. 

The Tuberculin Test in Cervical Adenitis. By Edward O. Otis, M,D., of 
' Boston, Mass. 

Chloroform : Its Absolutely Safe Administration. Hy Robert Bkll, M.Dt, 
.F.F.P.S., etc.. Senior Physician to the General Hospital, for Diseases 
Peculiar to Women, Glasgow. 
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252 New Books ^ etc.. Received. 

The Cold-Bath Treatment of Typhoid Fever. By F. E. Harb, M.D., Late 
Resident Medical Officer, Brisbane (General) Hospital, Queensland. 
London: Macmillan and Co. Limited. 1898. 

The Employment of Solutions of Toluidin-Blue as Coll3nria, and as a Stain 
for Corneal Abrasions and Ulcers. By Clarence A. Vkasey, A.M., 
M.D., Adjunct Professor of Diseases of the Eye, Philadelphia Polyclinic. 

Text-Book of Zoology. . By H. G. Wells, B.Sc. Lond., F.Z.S., F.C.P., and 
A. M. Davies, B.Sc. Lond. London: W. B. Clive. 

Shaw's Manual of the Vaccination Law. By a Barrister-at-Law, Sixth 
Edition. London : Shaw and Sons. 1898. 

Janus : Archives Internationales pour Thistoire de la M^ecine et pour la 
Geographic Medicale. Directeur : Dr. H F. A. Peypers. Juillet-Aoat. 
1898. London: Williams and Norgate. 

Calendar of the School of Medicine of the Royal Colleges, Edinburgh. 
Session 1898-99. 

Methods of Staining the Nervous System. By Dr. Bernhard Pollack. 
Translated from the Second German Edition by William R. Jack, 
M.D., B.Sc, Dispensary Physician to the Western Infirmary of Glasgow, 
and Assistant Medical Tutor to the Professor of Clinical Medicine in the 
University of Glasgow. Glasgow : F. Bauermeister. , 1899. 



*^* Authors can have reprints of articles at the following 
rates : — 

Not exceeding 8 pages ... 8/- per 100 
16 „ ... 12/6 

The re-arranging of the type is the principal cost in the 

production of these reprints, so that smaller numbers will be 

the same price. Larger numbers at a proportionate reduction. 



The Subscription to the Birmingham Medical Review is 
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Messrs, Hall and English, 7/, High Street, Birmingham^ 
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ORIGINAL COMMUNICATIONS. 



THE NEED FOR A NEW DEPARTURE IN THE 
TREATMENT OF CHRONIC DISEASE. 

BY ALFRED H. CARTER, M D., P.R.C.P. 

PROFESSOR OF MEDICINE, MASON UNIVERSITY COLLEGE. 

SENIOR PHYSICIAN TO THE QUEEN'S HOSPITAL, BIRMINGHAM. 

There is probably no class of patients whose management is 
beset with greater practical difficulties than the sufferers from 
chronic diseases, such, for instance, as chronic dyspepsia in 
its Protean manifestations, chronic rheumatism, rheumatoid 
arthritis, gouty troubles of various kinds, Bright*s disease, 
diabetes, hysteria, neurasthenia, many pelvic disorders of 
women, and a host of unclassified minor ailments which it is 
unnecessary to enumerate. Of many such cases it may truly 
be siid that, sometimes better and sometimes worse, they are 
treated first by this remedy and then with that; the medical 
attendant is wearied to the verge of exhaustion by repeated 
efforts to grapple with a situation of great difficulty, until at last 
the time arrives when the complaint comes to be regarded as 
incurable, and the practitioner continues his visits rather in 
obedience to conventional considerations than from any material 
benefits likely to accrue thereby. 

Even in hospital wards chronic cases are elbowed out of the 
Way in favour of the greater interest and urgency of acute cases, 
while in the out-patient departments there is neither time ftor 
R 
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opportunity to give them the attention they intrinsically deserve 
and require. Small wonder that, under these circumstances, 
the field of chronic disease becomes the happy hunting ground 
of quacks and faddists, and that the unfortunate sufferers are 
exploited by drug mongers, whose enterprise is only equalled by 
their unscrupulous presumption. 

Yet, under more favourable conditions, and with better 
opportunity, I am persuaded that the opprobrium which hangs 
so heavily upon us in relation to chronic disease might be 
diminished. Is not something of the nature of a new departure 
possible ? As bearing on the answer to this question I invite 
attention to the following considerations : — 

In limine^ I would recall the elementary truth that every 
departure from health necessarily implies either some intrinsic 
alteration on the part of the tissues or organs of the 
body — either inherited or acquired, or some qualitative or 
quantitative change in the conditions to which the body is 
exposed, or to a combination of both of these factors. It 
therefore follows that treatment must travel upon parallel 
lines, namely, by enabling the tissues and organs of the body 
better to resist disturbance, or by correction of external 
conditions. 

In either case, the success and efficacy of treatment essentially 
and directly depend upon the property which living tissue 
naturally possesses of resisting disturbance from without, and of 
recovering its normal functions as soon as the causes of dis 
turbahce are removed. It is unnecessary for my present 
purpose to analyse and set forth the various ways in which 
these recuperative powers are manifested — the mere statement 
of the fact is sufficient. Its significance lies in this truth — that 
in no other sense can we cure disease than by availing ourselves 
of these properties of living matter. It is no derogation of the 
therapeutic art thus to wait upon Nature and to assist her in 
carrying out her work. It requires a far greater range ' of 
knowledge and a much riper judgment to analyse, isolate, and 
eliminate disturbing factors in disease, to patiently and intelli- 
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gently obsetve the evolution of a morbid process, to guide a 
patient through the dangers and difficulties which hinder 
recovery, and thus to smooth the way for Nature, than to 
employ empirical remedies according to rule-of-thumb. It is a 
comfortable doctrine that every disease has its special remedy ; 
it is so easy to look up a morbid condition in an index, and to 
find some drug confidently recommended in the page referred 
to. Dogma has its sphere of usefulness, but those who know 
most will always employ it with most reserve. The best type 
of modern medicine has not added much to our stock of specific 
remedies, but has done a great deal to shake our confidence in 
many that were formerly trusted. The remedies of to-day, 
while simpler in their nature, are wider in their application and 
more effective in their action than those of the past, and rest 
upon principles which ever tend to become broader and more 
inclusive as our knowledge extends. 

Chronic disease occurs under one or more of the following 
three conditions : — 

1. As a sequel of acute disease. 

2. From a gradual yielding, even in the presence of a practi- 
cally normal environment, of tissues or organs which are con- 
genitally defective in structure or function. 

3. From a gradual yielding of primarily healthy tissues or 
organs, in the presence of a faulty environment. 

On applying the therapeutic principle which I have already 
laid down to these different types of chronic disease, it is clear 
that in the first two the fault lies on the side of the tissues, and 
our aim must be to promote and encourage a better and a 
healthier nutritional activity. In the early stages of the 
third group we may often limit our interference exclusively 
to the removal or neutralisation of the external disturbing 
conditions, and trust to the native recuperative power of the 
bodily system to do the rest. In the later stages however (which 
form the larger proportion of chronic diseases which come before 
us for treatment) it will be necessary to bring our therapeutic 
machinery to bear both upon tissue and surroundings for all it 
is worth. 
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r Turning now to more jmnnediately practical details, I hold 
that our investigation of chronic diseases might and ought to be 
much more complete and systematic than is usually the case, 
especially during the early stages Chronic disorders, for the 
most part, develop very slowly, and are rarely sufficiently well- 
defined in the first instance to admit of being referred to the 
recognised types of the text-books. By the time this has 
occurred it more often happens that the disease has laid such 
hold upon the patient that there is little hope of being able 
entirely to remove it, owing to permanent structural changes 
which have taken place- The time to treat a chronic disorder 
with really good prospect of success is obviously in its ill- 
developed, indefinite, and unclassified early stages, while the 
trouble is still only of a functionaF nature. But it is just under 
these circumstances that we find so little to guide us towards a 
diagnosis; the subjective complaints of the patient are so vague 
aind diffuse, and the objective signs of disease are so obscure, so 
subtle, and so elusive, that the only way of detecting them is by 
a formal and systematic investigation of every organ and func- 
tion of the body in turn so far as our knowledge permits. And 
yet how seldom is this carried out 1 There is no department of 
pathology which is in greater need of being worked up than that 
which concerns the ^arly antecedents of well-recognised, fully- 
developed chronic diseases. There is no direction in which 
careful research would be attended with brighter and better 
prospects of advancing the art of healing than by the collection 
and classification of facts bearing upon the beginnings of disease 
instead of spending time in the vain search for new remedies 
for fully*developed organic disease. Surgery has achieved her 
triumphs in devising means of removing with success almost 
every accessible organ in the body, which by reason of its struc- 
tural defects has failed to do its own work and is disturbing the 
peace of its neighbours ; but a greater triumph will fall to the 
s.hwe of practical medicine when it shall have succeeded in 
detecting and removing the morbid antecedents of those struc- 
tural disaaters which provide the surgeon with his working 
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material. And that such will one day be done, at least in partj 
is ray honest and firm conviction. For instance, a few steps 
further in our knowledge of the pathology of uric acid and other 
calculous deposits, and of the constitutional conditions which 
make for them, and it would be possible to render the operation 
for stone comparatively infrequent. 

' It is, of course, a mere platitude to speak of the importance 
of careful and complete investigation of cases we are called upon 
to treat ; but I do desire to enforce the statement that care and 
completeness should not be allowed to wait upon and be 
measured by the urgency of subjective complaint, as too often 
happens ; since a painstaking systematic enquiry of what is 
called a " minor ailment " will often elicit information, not onVy- 
of value for the purpose of immediate treatment, but of still 
greater value as a key to the prevention of more serious trouble 
in the fiilure. With this end I think we should avail ourselves 
more than is customary of modern instruments of precision, and 
the help afforded by chemical, microscopical, and bacteriological 
research. I refer to such matters as the estimation of blood 
pigment and corpuscles ; microscopic examination of the 
blood with differential staining ; chemical examination of 
stomach contents after a test-meal which goes beyond the appli- 
cation of a few colour tests, and aims at the determination of 
the exact amount and quality of digestive work done by the 
stomach ; and various bacteriological tests in such cases as 
require them. Again experience shows that the analysis of 
urine might in many cases be extended with untold advantage 
beyond the ordinary qualitative tests for albumen and sugar. 
Thus, Dr. Saundby has called attention to the importance of . 
urea estimation as a means of distinguishing certain varieties of 
diabetes insipidus; and I might cite many other illustrations 
did space permit. Also much help might be sometimes derived 
by ascertaining the toxicity of the urine, a subject which has 
received a good deal of attention of late in certain clinical 
laboratones. 

Then again, It is now possible, with a specially constructed 
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dynanpmeter to record a patient's strength with reasonable 
accuracy in respect of all the principal muscular groups, and 
the results when charted show at a glance how he stands in 
relation to an average person of the same sex and height, not 
only with regard to his total strength, but to the relative strength 
of every part of the body. Results thus obtained are invaluable 
as a guide to the prescription of exercise, showing what parts of 
the body need it, and in what degree. Recent researches have 
also shown the paramount importance of muscular weakness in 
the causation of many minor deformities, dyspeptic and pelvic 
troubles. 

It is obvious that in order to carry out many of the details in 
such investigation as that I have indicated, we need the facilities 
of clinical laboratories where researches could be conducted by 
trained assistants at a minimum cost. I can conceive no way 
in which the interests of public health might be more readily 
advantaged than by the establishment of laboratories of this kind 
over the country — at any rate in all the principal towns — with 
a tariff as low as compatible with efficiency. The popularity 
and rapid success achieved by the clinical laboratories already 
established — on more restricted lines than could be desired — 
show the large demand that is growing up for this sort of 
thing, and proves that it might easily be made self-supporting. 

With regard to the means at our disposal for treatment, space 
does not permit of more than a brief indication of a few leading 
principles. First and foremost come the causal indications, 
and these can only be obtained by extremely careful inquiry 
into and consideration of the family and personal history of the 
patient, his temperament and mental characteristics, the quality 
and amount of his food and drink, his habits of life, and 
external surroundings. Some such inquiry is of course always 
made, but it is apt to lack in systematic completeness, and is 
not by any means always conducted with the deliberate intention 
of discovering the factor or factors of causation. I would urge 
the desirability in all cases of attempting to frame a coherent 
hypothesis of probable causation, with a view of deducing causal 
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indications for treatment and of giving such indications absolute 
precedence of all others. No doubt it sometimes happens that 
the causes of chronic disease elude discovery, and, still more 
often, that causes when discovered cannot be adequately dealt 
with owing to deficient knowledge ; but this does not affect the 
general principle that our primary aim in the treatment of 
chronic disease should be to search for faults of constitution 
and environment with a view to their removal and correction. 

Having done what is possible in this direction according to 
our knowledge and opportunity, our next object is clearly to 
redeem and recover our patient from the morbid state into 
which he has drifted. It is not merely that he requires some 
improvement in the condition of his heart, stomach, kidneys, or 
any other single organ ; the primary functions of the body as a 
whole have become perverted, and his tissues as a whole 
demand a radical renovation and rebuilding on healthier lines. 
He needs to be trained and educated, so to speak, out of the 
abnormal condition into which he has fallen. For this purpose 
the resources of pharmacy are a snare and delusion. The role 
of medicine is very much more restricted than is the case with 
acute disease. We possess a few specific remedies, it is true, 
such as tnercury and potassic iodide in syphilis and quinine in 
malaria, but otherwise driigs never take higher rank than that 
of adjuvants of more or less value, and the indications which they 
fulfil are almost invariably of quite temporary duration. If long 
employed they usually do more harm than good. I might go 
further and give utterance to the paradox that in proportion as 
medicinal remedies give relief they are likely to hinder the cure 
of chronic disease, for it is certain that the chronic headache 
which is promptly removed by antipyrin, the hyperpepsy which 
is relieved by antacids, the constipation which is overcome with 
aperients, the exhaustion which is conquered by stimulants, 
tend to divert attention from the primary causes of such 
ailments, which continue to operate, though their manifestations 
are masked, until time brings about the establishment of really 
serious disease. 
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^ Jp proqeedipg to t^e (ure of our patient in. ^he aen^ I have 
described, we have to take care that it is carried out under 
suitable external conditions as to climate, fresh air, light, good 
sanitation, and favourable personal surroundings — considerations 
which are sufficiently well recognised to need no further 
comment now. 

As to the actual therapeutic measures to be employed, it «iU 
be seea after what I have «aid, that our relian<;e must be plac^ 
exclusively upon what are termed general remedies ; namely, re^t, 
exercise, diet, hydrotherapy, thermic appliances, and electricity. 
In a broad sense we all recognise the importance of these 
remedies, and in some degree every practitioner makes use of 
them. But what I think is not so generally realised is the 
recent enormous advance which has been inade in our know- 
ledge of the physiological action of such remedies, th$ 
immense improvements which have talcen place i^ the variety 
and method of their employment, and the extraordinary potency 
of their influence upon the nutritive processes of the body when 
carried out under suitable conditions, and in judicious associa- 
tion. And is it to be wondered ^ ? There is no adequate 
provision, in any of our hospitals, of the equipment which is 
riecessary to conduct these methods of treatment, and therefore 
neither teachers nor students have any opportunity of familiarisiDg 
themselves with the subject, apart from the information to be 
picked up here and there from the published papers of specialists 
who practise under more fortunate conditions for gaining this 
kind of experience. In a few favoured health resorts, it is true, 
there are limited facilities for one or more branches ojf general 
treatment, and in spite of the inadequate equipnoent many 
patients are sent there, sometiipes with excellent, results. It 
requires no words of mine to expose the unsatisfacjtory nature of 
such a state of aJOfairs, and the hindrance to the progress of our 
art Ayhijch it entails, . There is not an intelligent practitioner 
who does not alniost daily fir.d it next to impossible to provide 
the treatment (Qr mia.i)y o^ his c^ses whi^h he knpw^ th^y. require 
and ought to have. 



Digitized by 



Google 



Treatment of Chronic Disease. 26 1 

There is only one way in which the difficulty can be reHlly' 
overcome and that is by the establishment . of Sanatoria prch 
vided with all the aids that modern hygiene, sanitation, and 
scientific medicine can devise for the treatment of chronic 
disease, under medical control, and only available on proper 
medical recommendation. In America the experiment has 
been tried on a commercial basis, and is already at work 
on a large scale in various centres with astonishing results. 
They are more than self-supporting, the surplus earnings 
being expended in the gratuitous treatment of the sick poor on 
similar lines. • There can be little or no doubt that if the idea 
could take root in our profession here, and be well ventilated, 
and if the public could be got to grasp the notion of the advan- 
tages tp be derived from such institutions, it would not be long 
before ihey would be established either by public or private 
enterprise. I do not for one moment suppose or suggest that 
all cases of chronic disease should be treated in a Sanatorium. 
On the contrary, a large number of minor cases could be treated 
at home when once the principles of Sanatorium methods had 
become thoroughly understood and mastered by the profession 
at large, But for regular chronic invalids we must all have felt 
at one time or another the futility of treatment of any kind 
without a much more complete control of our patients than is 
possible so long as they remain at home. 

Much of what I have said is no doubt trite and common- 
place, but my main purpose will have been attained if I have 
made the following points clear : — 

i.Tbat the present treatment of chronic disorders is 
lanaenj^bly unsatisfactory. 

2. That this is due partly to a want of systematic completeness 
in the usual modes of investigating such cases, especially in 
their early stages ; partly to insufficient knowledge on the part 
of the profession at large as to the best plans of general treat- 
ment ; and partly to the want of adequate provision for carrying 
proper treatment into effect. 

3, Ths^ our hospitals should be much better .furnished than 
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they are at present ivith the means of general treatment, so that 
students might acquire an up-to-date practical knowledge of the 
subject. 

4. That there is a real need for the establishment of fully 
equipped Sanatoria, available for the treatment of chronic 
disease, on medical recommendation and under direct medical 
supervision. 



ON CASES OF DELAYED LEAD-POISONING. 

BY O. J. KAUFFMANN, M.D. 

The following cases of Plumbism present the common feature 
that the symptoms arose some time after the patient was 
removed beyond the possibility of ingesting the poisonous 
metal : — 

Case I. — H. J., male, aged 43, had for 14 years been em- 
ployed at paint mixing, entailing the constant handling of white 
and red lead. He left his work at the end of 1895, in con- 
sequence of a persistent attack of lead colic, from which he had 
commenced to suffer in October of that year. Ten years 
before this, during his active employment, he had had three 
" epileptic fits," which seized him in the workshop, occurring in 
close succession one after the other. He was not very ill in 
consequence of these fits, and returned to his work the next 
day. Neither before nor after these convulsions had he ever 
suffered from a similar seizure. 

For nine months after leaving his place he was out of all 
employment, in poor circumstances, and short of food, but 
remained perfectly free from all symptoms of plumbism. At 
the end of this term he was again seized with colic resembling 
his previous attack, and of gradually increasing intensity, the 
paroxysms leaving behind them the usual fixed and aching 
abdominal pain. At the end of October, 1896, he applied for 
relief at the out-patient department of the Queen's Hospital. 

When first seen he was sad- and depressed-looking, sallow- 
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complexioned and pale, with somewhat anaemic mucous 
membranes, and well-marked blue lines on the upper and lower 
gums. He was not collapsed, and showed no trace of paralysis, 
tremor, or other nerve affection, but suffered from paroxysms of 
abdominal pain. He attributed his reduced state to mental 
depression and insufficient food. There was no albumen in his 
urine, which secretion was in every way normal to the ordinary 
tests, nor was there any dropsy. He was advised to get some 
light employment at once (in which he succeeded), and was put 
upon daily quantities of 30 grains of iodide of potash, which he 
continued till the beginning of February, 1897, ue., for about 
three months, and a daily dose of confection of sulphur. 
During this time, being in regular receipt of wages, he also fed 
much more liberally than before, and in the end he was in good 
health and had entirely lost his anaemia and abdominal pain,. 
The blue line, however, persisted; the urine continued normal. 

Case 2. — E. M., a yotmg woman, was seen by me together 
with Dr. Ravenhill. She was employed in a factory where, in 
consequence of the Directors' attention being drawn to the 
danger arising from lead-salts this metal had been discarded for 
several months before the patient had entered as an employee 
in July 1896. She had been seized, four days before I saw her, 
with violent colic, headache and vomiting, and epileptoid con- 
vulsions followed by coma; then, after a short return to 
consciousness renewed convulsions and coma had ensued. 
When seen she was exhausted but conscious and rational, and 
free from all pain except a little tenderness in the abdomen. 
Since the commencement of the attack she had passed very 
little urine. The quantity, owing to her poor surroundings, could 
not be measured, but the specimen I saw was concentrated,, 
reddish yellow, and free from albumen. It quickly deposited a 
quantity of urates without uroerythrin. There was no blue line, 
but her teeth were perfectly clean and free from tartar; no 
tremor, no retraction of the belly, and no paralysis, motor or 
sensory. 

Her history revealed that she had been employed in an 
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enamel factory in another town from the autumn oi 1894, and 
had then worked with lead-salts. In the spring of 1895 she had 
an attack resembling the one just detailed, and was ill for 14 
weeks after it. She then returned to her work and continued at 
it without any recurrence of either colic or epilepsy or other 
symptom of plumbism till she entered on her present employ- 
ment, hx this likewise she had enjoyed good health until the 
sudden onset of the seizure just described. 

An analysis of the urine kindly carried out for me by Mr. 
McMillan, Lecturer on Metallurgy at the Mason College, 
revealed a small quantity of lead which seemed to have been 
mechanically carried down by the precipitated urates. This 
patient made a good recovery in the course of a few weeks. 

Case 3, seen in July, 1897, was that of a man aged 34, wasted 
and half-starved looking. He had a well-marked blue line on 
the gums. Up to the previous Christmas he had worked at a 
chandelier factory, and had ceased owing to a severe attack of 
lead colic. Since that time, being out of work, he had 
been unable to obtain sufficient and proper food, and a few 
days before applying at the Queen's Hospital had suddenly 
been attacked with double wrist-drop This seizure occurred 
in the night, he having, according to his account, gone to bed 
in possession of complete power in his hands. This patient, 
too, gradually improved under appropriate treatment. 

The common feature in these cases is this : that the symptoms 
of plumbism appeared in each instance some time after the 
sufferer had ceased working in lead, />., the patients were no 
longer ingesting the poison when the symptoms asserted 
themselves. In this connection it must be noted that after 
most careful inquiry there was no room for questioning the 
absence of lead from the surroundings of patient No. 2. 

This unusual delay in the appearance of the symptoms must 
be considered together with two facts in the history of 
plumbism ; the first, that many workers in lead-salts maintain 
good health for years before beginning to suffer (many, indeed, 
escape entirely), although they must daily ingest considerable 
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quantities of the poison ; the second, that sufferers from 
saturnism often have long and complete intermissions between 
successive attacks, though they continue at their work. 

To explain all these features reference must be made to the 
behaviour of lead within the human body. Much of the lead 
which has obtained entrance to the alimentary canal is excreted 
with the faeces without entering the blood. That, however, 
which enters the blood stream is ultimately excreted by way of 
the urine and the bile. But in spite of the fact that two 
channels of excretion are open, the metal is removed only very 
slowly, and it probably requires several days for a single dose of 
lead-salt absorbed into the blood stream to be excreted by the 
kidneys and liver. During the period, then, for which the lead 
remains in the body, what becomes of it? Directly upon 
entering the blood it forms a combination with the protoplasm 
of the blood cells, which combination is, however, of brief 
duration, since a short time after the ingestion of the dose the 
blood no longer gives the reaction for lead • The metal then 
has entered the solid tissues, forming a fairly stable combination 
with the cellular protoplasm. All this has been proved many 
times, and that lead is absorbed from the gastro-intestinal 
tract and deposited in the tissues is shown by the experiments 
of Heubel,t and later, of Oliver % 

In animals poisoned by lead the various tissues and organs 
are found to contain the metal in the following order of di- 
minishing amounts : bones, kidneys, liver, all showing much 
lead; brain and spinal cord, containing but little of the metal ; 
and muscles and blood containing mere traces. 

It is highly probable, therefore, that all persons exposed to 
the dust or vapour of lead contain at any moment, even when 
to all appearances in good health, a considerable quantity of the 
metal fixed in protoplasmic combinations in the bones, liver, 
and kidneys ; and that, while so fixed, the poison never evi- 
dences itself by the more characteristic symptoms of plumbism. 

* Nolhnagel und Rossbach, Aizneimiltel Lehre. 
t Nothnagel und Rossbach, /. c. 
^ Goulstonian Lectures, 1891. 
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Whether slowly progressing anaemia and vague bone and muscle- 
pains and progressive endarteritis are referrible to such fixed 
lead must at present remain an open question, but is, I think, 
probably the fact 

Meanwhile, in the course of ordinary tissue metabolism these 
lead-combinations are broken up, lead again enters the lymph of 
the blood on its outward course and is excreted by the kidneys, 
ordinarily without causing any untoward symptoms. Dr. Oliver* 
has expressed the opinion that symptoms of plumbism arise 
only when, in consequence of prolonged excretion of the poison, 
the kidneys are organically damaged and are rendered incapable 
of performing their normal excretory functions, and that it is the 
blood-intoxication, not by lead, but by urea or urea-forming 
substanx:es, which provokes the symptoms of plumbism. This 
explanation is very likely true in chronic cases or in the acute 
cerebral form of poisoning, as was pointed out by Traube, but 
in such conditions as the acute paralysis occurring in Case 3 it 
appears more probable that the poisoning is the direct effect of 
an over-large amount of lead in the blood acting on the nervous 
elements concerned in the paralysis. 

It is generally accepted that a state of partial starvation 
promotes the rapidity of onset and the severity of saturnine 
symptoms. It is recorded (Oliver, Goulstonian Lectures) that 
persons entering upon the day's labour at a lead factory without 
first breakfasting run materially greater risks of being poisoned 
than those who take a meal before beginning work, and this is 
attributed by Dr. Oliver to the fact — ascertained by experi- 
ment — that lead is much less soluble in gastric juice in the 
presence of proteid matter than in the pure gastric juice. The 
fact may, however, be explained somewhat differently, namely, 
thus: During the hours of work on an empty stomach con- 
siderable tissue-metabolism must go on — a metabolism which 
need not necessarily be indicated by any appreciable loss of 
weight. By means of these metabolic changes a considerable 
quantity of lead, hitherto existing in harmless combination 
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with cell-protoplasm, may be set free in the blood and produce 
symptoms of poisoning General poorness of feeding, by causing 
loss of flesh, will operate in the same manner. 

In the first and third cases related in this paper, scanty 
feeding and loss of flesh were prominent features, and gradual 
improvement commenced under dietary and medicinal treatment. 
In the case of the female patient there were no data obtainable 
regarding her mode of life, but the poverty of her surroundings 
lent colour to the view that her feeding might have been hap- 
hazard, if not positively insufficient. 

A further point of some interest may arise in connection with 
such cases as these, namely, the medico-legal. In one instance 
nine, in the other seven months, and in the third six months, 
had elapsed during which the patients were in no way exposed 
to the ingestion of lead, and in each of them, after this com^ 
paratively long period, there were symptoms of plumbism, lead 
being found in the urine in one.* It is needless to point out 
how readily and naturally these circumstances might be taken 
as indicating recent ingestion of the poison, and lead to much 
fruitless work in the endeavour to find the source of the 
intoxication. 



A MODERN SOCIAL PROBLEM. 

BY HENRY MAY, L.R.C.P. 
LATE MEDICAL OFFICER OF HEALTH FOR ASTON MANOR. 

Some things are left unsaid l>ecause good taste or good manners 
call tor a judicious reticence concerning them, and others 
because a feeling of shame attends tlieir rccoj^nition and acknow- 
ledgment. There is probably a sufficient explanation in one 
or other of these sentiments for the atmosphere of silence which 
envelopes one matter in which important interests of society are 
involved. I refer to the present aspect in which family additions. 



' It was not searched for in the other two patients. 
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by the birth of a child are regarded, and the various conse- 
quences, individual and social, which follow. 

This modern sentiment may not come very often above the 
surface, but it has become none the less a deeply rooted one. 
Other times, other manners. The schoolmaster has been 
abroad. The doctor o( the family is obliged to take cognizance 
of sentiments and usages to which his attitude twenty years ago 
was one of active hostility, but is now an armed neutrality, if 
not toleration. It is necessary that the medical' man should be 
au courant on all these matters, on which he must not only 
think but on occasion act, and the facts on which our judgments 
and conduct are based need not be regarded as beneath dis- 
cussing because they are not pleasant. 

It is scarcely necessary to say that extensive celibacy for the 
repression of population is absolutely necessary as one of the 
conditions on which depends the well-being of the human race, 
nor that the married state, with the family ties and duties it 
involves, is the best one for individual happiness. Flourishing 
races and well-ordered communities are the result of harmony 
between these opposite conditions. " The presence of reason in 
man gives him certain prerogatives by enabling him to control 
fertility and ward off the blows of disease."* In the exercise of 
the first of these prerogatives he has a field for the exercise of 
some of his noblest virtues and some ignoble vices. 

It is obvious that there exist different social expedients 
and usages subservient to this end, and varying according to 
place and time. The most remarkable instance is the voluntary 
sterility, the infecondite volontaire of the French nation, which 
has caused the population to remain stationary for 12 years, 
in striking contrast with the expansion of the prolific Anglo- 
Saxon race in the same period. 

It appears as if the increase in population of this country 
under 5 had now received a great check from the same cause. 
The statistics of the Registrar-General as to the births, marriages, 
and deaths of England and Wales show a decline in the annual 

♦ Dr. Newsholrae, Vital Statistics. 
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birth rate from 36*3 per 1000 of the population in 1876 to 30*2 
in 1890. This is equal to a diminution of nearly seventeen per 
cent, fully a sixth of the births in fifteen years. Some recovery 
took place in 1891, but it has fallen lower, viz., to 297 in the 
two years 1896-7, and will probably fall lower still. In some 
localities, especially where the birth-rate had previously ruled 
high, this decline has been more accentuated. In Aston Manor, 
for example, the fall in the fifteen years was thirty per cent. As 
the national birth-rate had been fairly stationary at a high level 
previous to 1876, it may be safely assumed that the active 
change in sentiment through which the births were restrained 
set in that year and has been fully twenty years in operation. 

It is remarkable that the marriage rate of the country also 
made a strong movement of descent at the same time. After 
having been at a varying high level for nearly twenty years this 
rate fell from 17*6 per 1,000 persons in 1872 to 14*4 in 1879, 
and has maintained an average low level for the last 20 years. 
If the average annual rates for the periods 1858-77 and 1878-87 
are compared, viz., 157 and i6*i, there is a difference between 
them of about 10 percent. There has also been a correspond- 
ing tendency to a moderate extent to delay marriage later in 
life, and a falling-off in marriages under age. The proportion 
of illegitimate births has at the same time shown a considerable 
reduction. The marriage rate has begun to rise during the last 
year or two, but the high water mark of the later period has 
only just passed the low water mark of the previous one. 
' Various explanations may be found for this lessened appre- 
ciation of marriage, though scarcely the old one of a diminished 
abundance of the necessaries of life. Whatever causes con- 
tributed towards the falling oflf in the births, it is a reasonable 
hypothesis that it was in part a development of an aversion to 
niatemity. The cumulative effect on the birth-rate of 10 per 
cent, less marriages for twenty years would probably be about 
10 per cent, less births, and the total fall of 17 or 18 per cent. 
may be regarded as the measure of the direct effects on the 
birth-rate of the indisposition manifested to child-bearing, plus 
the indirect effects of the indisposition towards p[)9,t;rirnony. 
S 
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. Tfie 19th century approaches its close at its highest develop- 
ment of material comfort in this country, but with more celibacy, 
fewer marriages, still fewer early marriages, fewer births per 
marriage, and fewer births outside marriage than in the times of 
less prosperity and dearer food. (Public Health, Nov , 1898.) 

To whatever extent this restraint upon fertility is brought 
about by increased celibacy it is legitimate, but neither induced 
st-erility nor abortion can be so regarded. The strictness of 
professional etiquette forbids medical men from divulging 
family secrets, and their lips are therefore sealed upon these 
matters, but those now in practice who were so when the present 
generation of fathers and mothers were born will bear witness 
that their arrival was regarded as a blessing, and there were 
none of those suggestions then ^s to preventing the calamity of 
pregnancy or child-birth, such as are not uncommon now. 
There are no statistics concerning still-births, but the evidence 
of the death registers shows that the annual deaths from abortion 
and miscarriage have risen from 6 to 14 per million females in 
ten years, and those assigned to premature births are steadily 
increasing. Neither have the chances of infants' lives been in 
any way improved by the comparative rarity of births. It 
appears that in a recent case of blackmailing by threats of 
exposure for having " attempted to prevent birth," about 600 
victims came to light in a few days. Investigations are now 
much more frequently reported in the newspapers as to fatal 
cases of induced abortion than formerly was the case. 

Whatever the state of the private conscience, the public 
conscience appears right in these matters. The- avoidance of 
childbirth after matrimony is not legitimised. There is still a 
disposition to have the aiders and abetters of abortion punished. 
It is more satisfactory still that the feeling and conduct of the 
medical profession continue not only above reproach but above 
suspicion. The one or two notorious exceptions only serve 
towards proving the rule. Could those 600 victims have obtained 
the service they sought at home would they have gone so far 
a-field ? A priori the attitude of a profession whose instincts 
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and alms are to prevent sufrering, lessen disease, and prolong 
life, could not be in favour of pfeventing or destroying it. 

It is impossible to dogmatise as to whether this modern under- 
current towards restraint of fertility makes absolutely for. gooci 
or evil. to our individual or collective interests. From the 
narrow point of view of the former the balance may SotttetimeS 
be in favour of its utility apart from its danger, but eVen if it 
had medical ^science and skill to help it, which it has not, tlie 
dangers would still be great. In the collective interest it floes 
not appear to be of any use, while emigration affords ah ample 
outlet for the overflow of the population It is the object of 
this paper rather to call attention to the existence of this social 
problem and the evidence as to its extent and consequences, 
tlian to enter upon its philosophical and ethical a^ects, and 
even within its limited field 1 feel this work is most incompletely 
done. 



MASTOID DISEASE. 

BY A C OLDHAM 



Mt. President and Gentlemen, 

In intiioducing the subject of Mt^ibdid Disease I iio so, 
not only Irom having two or three suceessfui cases under nty 
Care lately, but also with the hope that my few remarks oi» xkkt 
subject may prove interetting M well as beoeficial to my brother 
practitioners here preseiH. Afiections of the Mastoid are usually 
divided into — 

AcQte Inflammali^ of the Matt^id Or Acute Maistoidicis, 

Chronic Malstoiditis, and 

Periostitis of the Mastoid. 

Acute M^stoidivis somethncs occtirs ift old cafces of perforative 

otorrhoea, where the exciting caQEise is cold It may oecur from 

sea baththg^ owing to slbme of the sea wat^r eAteru^ ihe 

tympanum ; from inflammation spreading up the Eustachian 
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tube into the tympanum in the sore throat of scarlet fever, this 
being probably, tl^e most frequent.catiseo.lt occasionally 
follows the specific fevers, and ^s a- sequel to influenza. The 
symptoms are mostly those of acute middle ear disease, with 
which it IS often combined, the leading ones of which are fever, 
agonising pain of a throbbing character over the whole ear, but 
especially referred to the mastoid process, unilateral deafness, 
and movements of the jaw intensely painful. The glands about 
the parotid region are usually swollen, and the sufferer, if a 
child, is generally in a shrieking condition, with the hand over 
the afTected part. There is great tenderness on pressure over 
the mastoid process, and when the periosteum becomes impli- 
cated redness and shining over the soft parts ; the auricle is 
pushed away from the head, and^ the meatus partially obliterated 
by the inflammatory swelh'ng. The treatment of this very 
painful affection will be referred to again in detail, but it will 
here suffice to say that the sooner an opening is made into the 
inflamed bone, and more particularly into the mastoid antrum, 
the better, the almost instant relief to the distressful pain and 
train of symptoms being really marvellous. 

Chronic Mastoiditis is usually accompanied with a certain 
amount of necrosis and accumulation of cheesy debris. It 
occurs from most of the causes mentioned in the acute form, 
bat more especially after measles and scarlet fever, and in adults 
in bad cases of syphilis, tuberculosis, and diabetes. The 
symptoms are swelling and a certain amount of tenderness over 
the mastoid process, a more or less constant discharge of foul 
pus from the auditory canal, and it may be from an opening in 
the process itself. If long continued, signs of ill-health, such as 
wasting, will be noticed. 

Periostitis of the Mastoid is frequently associated with osteitis, 
necrosis, or caries in the bone beneath. In uncomplicated 
cases an incision down to the bone usually suffices to effect a 
cure, and large doses of iodide of potassium in the syphilitic 
variety will rapidfy cause it to disappear. 

Before mentioning the treatment let us Kfi'^sh^ our memory 
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by glancing at a few of the anatomical points of the mastoid 
process. In the infant the mastoid as a process has no existence, 
but in the mastoid segment of the petrous bone is a sfngle air 
cell, the mastoid antrum opening into the posterior portion Oi 
the tympanum, its outer wall being extremely thin, and therefore 
easily reached by operation. ' 

About the second year the mastoid process becomes Visible, 
and by the growth of bone the antrum becomes more and more 
deeply placed, so that in a child of nine years this cell is about 
one cm. from the surface. At this period no other air cells 
exist, but at puberty an extensive series of such ceilis develop, the 
antrum, about the size of a pea, lying in the centre of them, its 
outer wall being from half to three-fourths of an inch from the 
external surface, and its posterior end from three to six mm. 
from the lateral sinus. The facial nerve passes close to the 
mouth of the antrum, and may be involved in mastoid disease. 
The close proximity of the lateral sinus may lead to its throm- 
bosis and infective phlebitis. 

The mastoid inflammation may also spread through ihc 
antrum roof to the membranes of the brain, producing menin- 
gitis, and it may even go further and produce an abscess in the 
brain substance, which is generally situated in the tempero- 
sphenoidal lobe of the cerebrum or less frequently in the cere- 
bellum. Externally we have the posterior auricular artery close 
to the auricle, and the above-mentioned laticcal sinus behind the 
posterior portion of the process. 

After reviewing these anatomical details before our miri'ds we 
next come to the most important part of our subject, namely, 
the treatment of mastoid disease. 

In the first place, it is as well to bear in mind that such simple 
measures as syringing the ear with an antiseptic lotion, and 
filling the ear with boracic acid or other powder, in the hope t>f 
checking the discharge, is utterly futile. No doubt these 
measures in simple uncomplicated cases of middle ear disease 
would prove beneficial, but when the mastoid is involved 
nothing short of an opening into the mastoid antrum would be 
of the slightest service to the sufferer. 
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TH ^0^W M 4^fi?i?4 by ^^ W^ of junctipin of tw Hng§, 
QW ^^g A^ "JS^ margin gf tUe m,e?ltMs, parallel to Reid's 
t)as^ }i^e, ^04 t))e other a vertical line draw.n 9 quarter of an 
ipf^ bl^bind xl^e c;ent^ of the meatiis. The chief danger to bear 
in ^ind is the c)os^ proximHy of the lateral sinus, which 
approaches as a rule to a point threerquarters of an inch b,ehijtid 
$heip^tt>^ceiHr€t. 

Tl\^ chief §teps of ]th^ operatio^n are as follows : — A curved 
jinci^on is n\ad^ one-third of (tn inch behind the insertion of 
the auricle, leav^pg jthe antrum ^bout its centre ; the periosteum 
is reflect back>sea^dd and forwards for about half an inch, and 
the in$itrument selected tp open .the ,bope is then used. 

With the ai^i^QOiy of the past in our mind, it is quite pbvious 
\\i%i ip jronng cbil4rep a small gougf; will readily pierce the 
sy^ell of Ugpe 9V.^r thg arjtrvim, but ip old^r ghij^rfi^n and adult§, 
m^ m^m^l^ ^ben t,he Upn^ is ^QTp^ed, ^ small trephine, or 
wh^ is s^f^r, a gQUgiP ^,nd rngtjl^t, will he found necessar^^. 
The opening in the bone is made in a direction dqwnwards aryi 
forwards parallel to the audit^y c^inal, ?i pr^he ^^ing kept ir^ the 
l^tewr for g^t4^pce. Wh^n Ihe bone is extrejpely diseased it is 
better g^ at by d^t^ching tl\e auricle posteriorly and turning it 
fprAKa.r(|s. Haviqg reached the antrum, ^U the diseased bone 
ftnd (J^bris shQUld ^^ thproyghly scraped aw^y with sharp 
s^pqpfis, tl^e qpeniwg into the middle ear enlarged if necessary, 
ti)e Qssiqle^ if diseased ^pd the r^niaii^s of the drum also 
being scraped away, any haemorrhage being easily cpntrolled with 
^ojL w^er. The mastoid is then well flushed put, the hot water 
^s^4^ly fl^wii^g oyt of th^ meatus; the cavities mopped out with 
pure carbolic acid, a little antisjgptic ppwdgr put in j both the 
m^Vx^ ^Od tb? OP^pipg iQ the ma?tQi(J plugged with iodoform 
g^uze, an aqtiseptjp pad and bandage conipletin_g the operation 
It will he s^en th^t in opening the mastoid great care must be 
t^k^n to 4Void wounding the posterior auricular artery and the 
lateral sinus, and wbep the antrum ^nd mastoid cells are 
reached c^rc must be taken to avoid injuring the facial nerve or 
the dU^A niater and brain in the temporal fossa. 
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I myself have never seen a wqund 0/ the la,ter{il sinus, but to 
quote from Marmaduke Sheild — "Wound of the sinus is at 
once known by the profuse haemorrhage, the jet of dark blood 
reaching to the height of several inches. The accident, though 
alarming, is by no means fatal, and if the opening be plugged 
with iodoform gauze the haemorrhage is easily controlled, and 
healing will probably take place," Needless to say, in spite 
of this reassuring statement, an accident of this kind is 
to be avoided in every possible way. The after treatment 
consists of removing each day the plugs of iodoform gauze, 
gently syringing the cavity with an antiseptic lotion, placing in 
a little antiseptic powder and replugging, till finally the cavity 
becomes obliterated by granulation tissue. The greatest care 
must be taken, not only at the operation but also during the 
after treatment, to maintain the strictest antiseptic precautions 
possible, as the entrance of any of the pyogenic cocci would 
start the disease once more and render your labours useless. 
A word or two now as to what is the best antiseptic to use 
under these conditions. 

Bearing in mind the importance of having a certain germ- 
killer, it must be remembered at the same time ^hat the anti- 
septic required must be as non-irritating as possible, to allow of 
the development of the granulation tissue. For this ideal anti- 
septic surgeons have long waited, but as far as my scanty expe- 
rience goes, I think it is found in the compound I am now going 
to speak of. 

As probably most of you here present know it already very 
well, I shall dismiss it as briefly as possible. It is called 
Chinosol, a yellow powder, readily soluble in water, non-volatile, 
does not coagulate albumen ; and when I mention that an 
aqueous solution of i in 1000 kills the staphylococcus pyogenes 
aureus in ten minutes, it will give you a very good idea as to its 
germ-destroying properties. In a word, it is almost as efficient an 
antiseptic as corrosive sublimate without the latter's toxic pro- 
perties, and it is almost as non-irritating as boric acid, with 
which it is usually combined .in the proportion of one part in 
seven as a dusting powder. 
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I have used Chinosol in the last case of mastoid disease I 
have had under my care, and from the operation to the end of 
the treatment I could not detect any trace of pus whatever. 
The improvement both locally and constitutionally that follows 
this operation for mastoid disease is very marked, the otorrhoea 
ceases, and the patient rapidly puts on flesh and strength ; and 
when the proper precautions are taken I do not know any other 
surgical operation that has a greater certainty of cure, combined 
with freedom of risk, than the one I have I am afraid very 
inadequately considered this evening. 

Gentlemen, I thank you for your patient hearing of this paper. 



RfiPORTS OF CASES. 



A CASE OF TRAUMATIC PONTINE HiEMORRHAGE. 

BY W. S. BBNNSTT, F.R.C.S. 
LATE RESIDENT SURGICAL OFFICER, GENERAL HOSPITAL. 

By the kind permission of Mr. Chavasse I am able to give a 
few notes on the following case, which is of interest in that it is 
a case of haemorrhage into the Pons Varolii, traumatic in origin, 
accompanied with sub-dural extravasation of blood, and occurnng 
in a boy 17 years of age. The patient was admitted into the 
General Hospital at 11. r5 p.m. on July ist, 1897. He was in 
an unconscious condition, and we were unable to arouse him ; 
his breathing was stertorous, 14 per minute; temperature 97°F.; 
pulse 38, regular, full, and incompressible; his pupils were 
dilated and equal ; there was no deviation ; he was unable to 
swallow, and had passed faeces involuntarily. There was 
pa»'alysis of both upper and lower extremities, reflexes being 
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absent There was slight occasional twitching of the left leg 
and thigh. The face was bruised, especially the nose, from 
which blood was still running. At the point of the chin was a 
large bruise, and a similar effusion of blood beneath the tissues 
at the left angle of the jaw. There was bruising over the prae- 
cordia, and also at the back of the head over the occipital 
protuberance. There was neither haemorrhage from the ears 
nor sub-conjunctival ecchymosis. His history was that he had 
been engaged in a boxing competition which had taken place 
that evening immediately before his admission. The boxing 
match was with gloves 4 oz. in weight, and had proceeded 
to the fourteenth round when he was knocked down by a blow 
on the left angle of the jaw. He fell in a semi-conscious con- 
dition, but was aroused sufficiently to get on to his feet and 
again face his opponent before being counted out. He was 
able to stand up, but in a very sleepy, dazed condition, and 
with one blow over the heart from his opponent he fell and 
became immediately unconscious. This comatose condition 
persisted until his admission to the hospital half an hour after- 
wards. When he fell after the second blow, and it was found 
impossible to arouse him, the medical man in attendance injected 
a syringeful (^ dram.) of ether. This had no effect. He was 
then removed to the hospital in the condition above noted. He 
was put to bed, and on the hypothesis that the condition was 
one of shock or vagal inhibition, a general Stimulating plan of 
treatment was adopted, viz., the application of blankets and 
hot-water bottles, liq. strych. Tl\. 5 being given subcutaneously 
and nutrient enemata administered per rectum. He remained 
in the same condition during the night except that the 
movements of the left leg became slightly more marked and 
rhythmic in character. At frequent intervals he broke out into a 
profuse perspiration. His temperature rose gradually until at 
6 a.m. the following morning it became 107° F. His head was 
shaved and calomel administered (grains 5 by an oesophageal 
tube in a little peptonized milk). His temperature came down 
to 102^ after tepid sponging; it again rose in the evening to 
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107 '4° F. The pulse varied with the temperature, being when 
the temperature was highest 180 per minute, the respirations 
rising at the same time to 84. The pupils remained dilated. 
On July the 3rd the patient was still in the sanie condition, and 
remained so but for the occurrence of rhythmic movements of 
the right leg. His temperature was 100° F. in the early 
morning, but rose gradually during the day; at 8 p.m. it was 
105** F., at which point it remained until his death which 
occurred at 10.15 p.m., just 47 hours after admission. Cheyne- 
Stokes breathing came on three hours before death. 

Post mortem examination, — There were bruises of the left 
shin, left forearm, both hands over the knuckles, over the prae- 
cordia, the point of the chin, the left angle of the jaw, the nose 
and the back of the skull. The general condition was good, 
there was very little fat in the tissues. The muscles were well 
developed. The organs generally were healthy excepting the 
hearty the right side of which was empty ; there was no valvular 
disease ; the capillaries of the heart were very much injected 
and showed numerous ecchymoses beneath the visceral peri- 
cardium ; the capillaries of^the aorta were injected. The lungs 
were healthy except that the bases were collapsed and en- 
gorged. The brain : There was considerable sub-dural haemor- 
rhage over the surface of the right hemisphere occupying chiefly 
the middle fossa and the region of the Sylvian and Rolandic 
fissures but also extending over the vertex. There was a 
haemorrhage into the posterior part of the substance of the Pons 
Varolii in the middle line about three-fourths of an inch long 
and half an inch in diameter. At the lower end of this haemor- 
rhage into the pons was a smaller extravasation, punctiform in 
character and about the size of a pea ; this communicated with 
the larger one. There was no haemorrhage into the brain nor 
into the ventricles other than that described. There was no 
fracture of the skull. 

Remarks, — The boy came of a very healthy family and had 
never before been ill. He had been in strict training for some 
weeks before the contest and had previously been engaged 
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several times in similar competitions. There was no evidence 
of hseraopjh.ilia, purpura, scurvy, or any disease characterised by 
a tendency to haemorrhage ; his kidneys were perfectly healthy, 
and up to the time of the contest he was in a thoroughly robust 
condition. It was suggested at. the inquest that he had been 
over-trained, but his father, who had trained him, and was an 
expert boxer himself maintained the contrary opinion. 

Concerning the diagnosis of this case, it was at first 
thought probable that the blow over the heart had caused 
cardiac inhibition, and that the condition of the patient was one 
of shock and collapse due to it. As the comatose condition 
continued and his paralytic symptoms persisted, a fracture of 
the posterior fossa of the base of the skull and extravasation of 
blood around the medulla and pons were diagnosed, The only 
focal symptom was the slight movement of the left leg ; this was 
evidently due to the effusion over the right Rolandic area. 
'I'he absence of eye symptoms and the paralysis of the muscles 
of deglutition may be explained probably by the haemorrhage 
being in the lower part of the pons. 

When looking up the literature bearing upon this case I was 
struck with the number of cases of cerebral haemorrhage in 
which a distinct traumatic history could be traced, and at the 
same time with the paucity of cases of pontine haemorrhage 
traumatic in origin. 

The origin of the pontine haemorrhage is obscure. In the 
following cases I have endeavoured to throw light upon it by 
illustrating the various anatomical and mechanical factors which 
may have modified the original violence in such a manner as to 
produce this extravasation into the cerebral substance. 

According to Erichsen laceration of the cerebral hemispheres 
frequently occurs at the point exactly opposite to that struck. 
His explanation of this fact is — that the blow starts a wave in 
the soft cerebral substance which breaks against the bone on the 
other side, and that in very rare cases it is possible to trace the 
course of this wave by haemorrhages into the cerebral substance 
in its track. He quotes ^ case in which a man received a blow 
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on the left side of his forehead, and at thtpost mortem examina- 
tion a bruise of the brain was found in the frontal lobe at the 
point which first received the violence, and exactly opposite this 
was another bruise in the right occipital lobe. In a straight line 
between these two bruises was a haemorrhage into the right 
optic thalamus. 

One case somewhat similar to the one now reported was 
mentioned in the Lancet o{ 1877 as being under the care of Mr. 
Spanton at the North Staffordshire Infirmary. In this case a 
man aged 35 was found at the foot of a wall seven feet in 
height which formed the termination of the slope of a raUway 
embankment. It was evident from the footmarks in the snow 
that he had missed his way and had fallen over. He died 
73 hours after admission, and on making a post mortem exami- 
nation a haemorrhage was found in the anterior part of the 
Pons Varolii in the middle line, this was three-eighths of an inch 
in diameter and surrounded by a circle of punctiform extrava- 
sations. There was also in the substance of the left frontal lobe 
a cavity the size of a pea filled with recent clot; extending 
forwards from this was a line of punctiform extravasations 
reaching to the anterior border of the brain. There was no 
fracture of the skull and all his organs were healthy. 

In this case, if we take it that the direction of the blow and 
the track of the wave of cerebral substance resulting from it was 
that line marked by the series of punctiform haemorrhages 
which led to the large haemorrhage in the frontal lobe, we may 
presume that it continued its course to the pons varolii, causing 
the haemorrhages there found and finally impinged on the basi- 
sphenoid, which was the part immediately opposite that point 
first struck. 

The man fell 7 feet into the snow, which would account for 
the heavy diffuse nature of the blow, thus causing a general dis- 
turbance of the molecules of the brain resulting in a wave of 
cerebral substance the direction of which and its track of greatest 
intensity being marked by the line of haemorrhages into the 
cerebral substance. Had it been a sharper more localised blow 
in all probability a fracture of the skull would have occurred. 
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It has long been held that fractures of the vault spreading to 
the base reached their destination by the shortest route without 
regard to the sutures or the density of the bones involved. In 
this connection Mr. Hewitt divides the skull into three areas — 
the anterior, the middle, and the postetiot. The middle, the 
zone corresponding to the middle fossa of the skull, includes the 
parietal bones, the squamous, and the anterior part of the 
petrous portion of both temporal bones, together with the 
greater part of the basi-sphenoid bone. If the force of violence 
be directed from above, and the fracture resulting thus descends 
in a definite manner, it is reasonable to suppose that the force 
of a blow from below upon any of these bones at the base in 
the middle zone will similarly ascend ; in fact, falls on the point 
of the chin acting through the glenoid cavity have been known 
to cause fracture of the middle fossa of the skull. In applying 
the above observations to our own case, if we notice first that 
the blow delivered on the left angle of the jaw was upwards 
and to the right, the force would then be conducted through 
the glenoid cavity and from thence obliquely upwards to the 
point immediately opposite, which would be in the right parietal 
bone. The first part of this course would be formed mostly 
of bone structures, viz., the anterior pan of the petrous portion 
of the left temporal bone, the left side of the base of the great 
wing of the sphenoid and the anterior part of the basi-sphenoid. 
From here the nearest route would be through the overlying 
pons and the substance of the right temi)ero-sphenoidal lobe 
and the parietal lobule to the under surface of the right parietal 
bone. In an older man with more brittle bones a fracture of 
the base would probably have resulted, and so the force of 
the blow would have been thus expended without injury to the 
brain. In this boy of 1 7 years, with softer bones, and from a 
blow with a gloved fist, the character of the violence was 
modified, and if, as we have suggested above, the nearest route 
from the glenoid fossa to a point immediately opposite was 
thrdllgh the bones above mentioned as far as the basi-sphenoid 
and from thence by the cerebral substance, it is easy to suppose 
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that a wave of the cerebral substance commencing in the 
overlying pons, may have determined a haemorrhage into it; 
the final impact of this wave of cerebral substance breaking 
against the under surface of the parietal bone thus also caused 
a rupture of the vessels over the Sylvia and Rolandic fissures of 
the right cerebral hemisphere such as was found at the post 
morteni examination. 



PERISCOPE. 

REPORT ON RENAL AND URINARY DISEASES. 

BY ROnrkT SAUNDBV, M.I) , LL.D., F.R.C.P. 
DI.^BETES. 

Bouchard. La theorie pathogenique du diabete, — {La Semaine 
Medicate^ 1898, No. 25.) 

Bouchard points out that all sugar is formed in the liver, and 
that whereas arterial as a rule contains more sugar than venous 
blood, the blood of the portal vein contains more sugar than the 
blood of the hepatic vein. This sugar comes from glycogen 
which is derived from the food carbo-hydrates or the splitting up 
of the albumen. One grm. of alimentary sugar gives to the 
body one grm. of blood sugar, and one grm. of digested albumen 
gives '558 of blood sugar. This sugar is distributed in the 
muscles where it is fixed again as glycogen and there undergoes 
further transformation in supplying energy for muscular con- 
traction. In the other tissues and in the glands it is used up in 
promoting secretion or heat production. Where s^||f is not 
needed for any of these purposes it may lose part of its water 
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and carbonic aci5 gas and be deposited us fat in the cells of the 
adipose tissue where it forms a store of combustible matter and 
a reserve force for tbe organism. If the formation of the fat 
cannot take place sufficiently, the sugar accumulates in the 
bfood, and the same may result if there is any interference in 
the production of heat or in the development of muscular energy. 
There is no other sourde of sugar in the body but the fat, and 
this is such a small quantity that it might be disregarded. A 
tenth part of the fat destroyed is formed into sugar, an incon- 
sicferable amount in comparison with that derived from the 
carbo-hydrates and the albumen of the food. 

The quantity of sugar normally destroyed in the body varies 
with the age of the individual, being much greater in young 
people than in old ones, btit it may be sard that an average mdn 
weighing 130 lbs. would form in 24 hoiirs 376 gftifis: o^^gar. 
But the body is capable of destroying a much larger quantity 
th'Ati this, and a young man of 17 years of age was capabte 
of assimilating 670 grms. So that in order that sugar 
shbuld acfcumukte iA th'C blood it is necessary that the 
qcantity should be greater than that which has been called the 
algidity of the tissues for sufgat. Bouchatd contends that diabetic 
glycosuria cannot be due to an excessive production of sugar, 
because it has beert known to attain the enormous f!gure of 
1500 grms. daily, and if we add to this the 67c grms. of sugar 
the young msln of 1 7 years of age was able to consi^mfe in 24 
hdurs, We shdold have over 2000 grms., as produced in 24 houfs. 
This would necessitate an enormous supply of food in which 
carbo-hydrates would lio doubt play the most important part, but 
when we sfup^ress the alimentary sugar and all the carbo-hydrates 
the urine 6f diabetes may still contain sugar, which although ifi 
small quantities may still be as much as 200 grniis. If we take 
the modest figures of 500 grms. for the avidity of the tissues for 
sugar, and 160 grms. for sugar excreted in the urine, we should 
ha;\'e a total of about 600 grms. which miist be formed from the 
food albumen. But such an amoacft tvould necessitate a con- 
sumption of about 10 lbs. of rfieat dkily. If we accept the 
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theory that diabetic diabetes is due to diminished destruction of 
sugar this difficulty disappears. 

The main objection is that if less sugar is destroyed in 
the body there ought to be less oxygeti consumed and less car- 
bonic acid gas excreted. This wais what Pettenkofer and Voit 
at first stated was the case, but they have since altered their 
opinion, and admit that the respiratory quotient in diabetes is 
about normal. 

1 he second objection is that the increase of urea in diabetes 
would indicate an acceleration rather than a retardation of 
nutrition. Bouchard thinks that perhaps the diminished destruc- 
tion of sugar leads to an increased destruction of fat, and that 
in this way the respiratory co-efficient is raised to normal. 

Lupine, R. Traiietnent dUtetique du diai^, — (Za Semairu 
Medicale^ 1898, No. 40. 

Lupine says the object of treatment is to combat the hyper- 
glycaemia. To attain this we have three means : (i) to diminish 
by diet the quantity of carbo-hydrates ; (2) to favour the increase 
of glycolytic energy by muscular exercise, by opotherapy ^nd 
certain drugs, these at the same time contribute to (3) diminish 
the formation of sugar in the organism. He is here concerned 
only with the question of diet. Strict animal diet has been 
known since the days of Rollo to have a powerful effect in 
restraining the quantity of sugar, but numerous experiments 
have shown that it does not banish the sugar completely, and 
that there is a relation between the quantity of meat and the 
quantity of sugar, moreover an excessive amount of meat pro- 
duces the toxic dyscrasia called acetonaemia. All authors 
recommend the addition of fat to the dietary of diabetes so far 
as they can digest it, but Lepine doubts whether any cases of 
diabetes should be allowed to take as much fat as they please 
because fat may be formed into sugar. 

He does not recommend the total restriction of all carbo- 
hydrates except for a limited time in order to study the case, other- 
wise there is a risk of developing acetonaemia. The cutting off of 
carbo-hydrates not only diminishes the sugar for the time being 
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but enables the patient later on tQ take a larger quantity of 
them.. 

Bread is the form of carbo-hydrate which is nwst usually 
given, and Lupine gives as a rule, ordinary bread in a quantity 
limited to the capacity of the patient. 

With respect to potatoes, as 100 grms. contain as much starch 
as 60 or 70 grms. of bread, it is easy to determine their relative 
value. He adds further, that certain fruits do not contain more 
carbo-hydrates than the green vegetables which are generally 
allowed to diabetics, and that many fruits contain laevulose 
which is assimilated by some diabetics in moderate quantities 
without inconvenience. He says saccharine may be permitted 
but should not be recommended as it may cause gastric inita- 
tion. Dulcine, the rival of saccharine, is probably not harmless. 
He does not forbid milk, but thinks it is a question to be 
decided for each individual. It is especially useful in albumi- 
nuric diabetes; fermented milk is useful. Sweet wines and 
liqueurs are harmful as indeed are all wines if taken in large 
quantities. In all cases the use of alcohol should be supervised 
with care. 

Laudenheimer, R. Diabetes und Geistesstorung, — {Berliner 
klinische Wochenschrift, 1S98, Nos. 21, 22, 23, 24). 

Laudenheimer has studied the relations of diabetes to insanity 
in 1250 patients in the lunacy wards at Leipzic. Out of these he 
found 8 cases of true diabetes and 21 cases of transitory glyco- 
suria, a total of 2*4 pet cent. He found that chronic diabetes 
generally coincides with brain disease of the dementia type, while 
transitory glycosuria nearly always occurred in acute mental con- 
ditions associated with marked depression. 

He thinks that the relation ot glycosuria to mental disturbance 
may be thus classified : — 

1. Accidental coincidence without causal relation. 

2. Diabetes consequent upon mental disease. 

3. Diabetes as the cause of insanity. 

4. Diabetes and mental derangement both resulting from ,a 
common cerebral cause. 

T 
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The first of these rs of little importance. The second un 
doubtedly occurs, the glycosuria being apparently dependent 
upon great depression in the cerebral functions, or in conse- 
quence of a haemorrhage in the brain. The third form is that 
which most interests us, and of this he gives several examples. 
In one of these the condition was very like general paralysis, 
but the patient recovered. In the others there were maniacal 
outbursts. He thinks these attacks are analogous to diabetic 
coma, and due to the same chemical causes. There was a 
marked relation between the age of the patients and the ten- 
dency to insanity which occurred almost exclusively in old 
persons. 

Transitory glycosuria was almost always associated with 
melancholia, especially with the so-called " d^lire de ruine ;" in 
the less common form, the patient is agitated, restless, sleepless, 
and querulous. In both these conditions anti-diabetic treatment 
by diet has beeti successful in improving the mental condition. 

Hirschfeld, F. Ueber Beztehungen zwischen Fettliebigkeit und 
Diabetes, — {Beriin. klin. Woch., 1 898, No. 10) 

Hirschfeld refers to the recent experiments of voir Noorden 
and others on alimentary glycosuria, and relates the cases of 
three patients who had lately increased considerably in weight, 
and had small quantities of sugar in their urine which disappeared 
under treatment for reducing obesity. In considering the 
relation of diabetes to obesity, he says it is a later stage, and he 
argues that mild cases of diabetes should take more exeicise and 
moderate quantities of food. He believes obese or well- 
- nourished j^eople who undergo little muscular exertion easily 
excrete sugar alter increased ingestion of carbo-hydrates, and 
that on the contrary this is not the case after ihey have been for 
some time on restricted diet. 

Moraczewski, W. v. Sfoffivechselversuch bet Diabetes mellitus. 
— {Centr/bl.f. inn. Med ^ 1897, No. 36). 

The increased excretion of lime in diabetes has been long 
known, but it has not hitherto been determined whether there 
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is an actual loss of lime from the body. The author has investi- 
gated two patients for seven da) s each, estimating the CI, P, 
Ca and N, in their food and excreta (fwces and urine). In the 
first case under strict antidiabetic diet the N increased, the CI 
sank, while of Ca and P were excreted double the quantity 
ingested, but of the last two the amoujit contained in the diet 
was very small. In the second case the patient took mixed 
diet for three days and animal diet for four. 1 uring the first 
period N and CI were in equilibrium, while P was 32 and Ca 
II per cent, over the amount ingested. In the second period 
the quantities introduced of P and Ca fell to about one-tenth of 
what they had been, CI remaining unchanged ; the excretion of 
CI and Ca sank, while P remained unchanged, but relatively to 
the amount introduced much more Ca and P were excreted 
than in the first period ; so that it would appear that the diabetic 
organism cannot regulate the excretion of lime, and that the loss 
of lime on antidiabetic diet, which is poor in this mineral, is 
especially great. The author found no diminution of sugir 
follow the administration of lime (i grm. daily) in the food. 
Perhaps this was due to the dose being too small, as in an 
earlier case he had observed a diminution following larger doses 
of lime. 

Grube, K. On the different forms of Albuminutiain Diabetes 
Mellitus—^Biit Med. Journal, 1898, Vol ii.). 

Grub^f recognises the following causes of albuminuria in 
diabetes : ( i) In severe diabetes precedent to coma and probably 
dependent upon hyaline degeneration of the renal epithelium 
(Armanni's lesion) or fatty degeneration (Fichtner) or necrosis 
(Ebstcin); (2) from heart failure (Maguire) ; (3) from senile 
changes ; (4) functional, but probably dependent upon hyper- 
2eraia and slight inflammation; (5) from chronic nephritis. 
When there is much albuminuria he gives milk freely if this is 
well tolerated, with mineral waters and warm baths, rest, even 
rest in bed may be needed, and everything should be avoided 
which can irritate the kidneys. 
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Polyakoff, W. Ueber einen Fall von Pankreaskolic von Urn- 
pordrem Diabetes begleitet, — {Berlin, klin Woch., 1898, No. 11). 

An innkeeper, aged 28, had suffered for two and a half 
months from attacks of pain in the epigastrium, ravenous hunger 
and thirst, wasting and weakness. The pain radiated to the left 
costal border, the spine, and the left shoulder blade. Stools 
normal. There was a tender spot in the centre of a line 
" between the gall bladder and the umbilicus." No tumour, 
liver not enlarged, heart and lungs normal. Urine acid, tree 
from albumen, loaded with sugar, quantity about 105 oz. daily. 
The attacks of pain came on in paroxysms and were attended 
by vomiting. The diagnosis made was diabetes and pancreatic 
colic. On careful diet with antipyrin and caffein the patient 
recovered He had no more attacks, the sugar gradually dis- 
appeared and he regained strength. By the autumn of the same 
year he had increased 13 lbs. in weight and was able to do 
his ordinary work. The author argues that the facts warrant 
his diagnosis, and that the radiation of the pain to the left costal 
border and left shoulder blade differentiates it from biliary 
colic. 

Kolisch, R., und Buber, O. Beitrag zur Casuistik des Dia- 
betes decipiens. — {fVien. klin. Wochenschr,, 1898, No. 23. 

A female patient aged 25, excreted' urine containing 5 to 8 
per cent, of sugar, in amount forty or fifty ounces daily, without 
polyuria, her general condition remaining good. An investi- 
gation of her metabolism extending over six days showed that 
she maintained nitrogenous equilibrium, which does not occur 
in severe diabetes. After ingesting carbo-hydrates sugar rapidly 
appeared in the urine which afterwards became free, and even 
on purely albuminous diet sugar was excreted when the urea 
excretion was at its maximum and then ceased. The reporters 
call this condition tachyglycuria. They seek an explanation of 
this form of diabetes in the kidneys, a view which is supported 
hy the fact that there was no increase of the sugar in the blood 
(014 per cent.) although the urine contained 5 per cent. 
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Krehl. Aimentary Glycosuria after Beer Drinking. — {Cen- 
trlblt.fur innere Med.y 1897, No. 40). 

Krehl has found that among Jena students sugar is present in 
the urine after drinking beer in certain cases, especially when 
the beer was taken in the morning. Out of fourteen who drank 
bock or export beer in the morning five had glycosuria. While 
after evening drinking only one out of nineteen, or with Bavarian 
beer one out of eleven. Not those who drank most had gly- 
cosuria. 

Bey lot. Bremer's Yeast in Diabetes. — [Revue des Sciences 
Mkd., July, 1897). 

Beylot recommends the use of yeast in doses of from one to 
three teaspoonsful. It diminishes the glycosuria by destroying 
sugar in the intestine, but cannot act upon any formed in the 
body. Gastric juice and hydrochloric acid favour fermentation 
with yeast. 

Vogel, H. W. Linseed in Diabetes, — {Arzn, Rundschau^ 
Vol. vii., p. 182). 

Vogel recommends the use of linseed tea in diabetes, made by 
boiling a tablespoonful of linseed in a pint and half of water 
until the quantity is reduced to a pifit, this amount to be taken 
during the day in three divided portions. It must be combined 
with ordinary diabetic diet and hygiene. 

Gilbert and Carnot. Opotheiapy in Diabetes. — {Semaine 
Med., May loth, 1897). 

Gilbert and Carnot recommend the lectal injection of hepatic 
extract made as follows : 3j^ to 5)^ oz. of fresh pig's liver are 
minced and macerated for two hours in 7 to 9 oz. of water at 
95® to 100" F., then filtered through muslin and expressed. 
This amount is usually well borne as an enema ; if not it must 
be given in divided doses. It seemed most useful in obese 
patients with enlarged or cirrhotic livers. 

Ludwig, V. Ueber das Vorkonimeti von Dfusefiepithe/nekrosen 

im Darm bei Diabetes Mellitus.— {CbLf. inn. Med., 1897, No. 43). 

Ludwig records necrosis of the intestinal glandular epithelium 
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in a case of diabetic coma. The epithelium was in places 
whitish, at others absent with a haemorrhagic necrotic base. 
Under the microscope in places the cyh'ndrical epithelium had 
lost its nuclei, in others there were mycotic masses amono: the 
necrosed epithelium. The subacinal stroma was infiltrated with 
cells, but the necrosis was nowhere the consequence of purulent 
infiltration of the intestinal walls or circulatory changes (embolism, 
infarction), nor were micro-organisms apparently the cause, 
which must probably be attributed to toxic influences. 

Maurel, E. The Treatment of Diabetes, {BulL Gen. de 
Therapeutique^ 1897.) 

Maurel, from a careful study of results of a milk diet in this 
disease, offers the following conclusions : — (a) From the practical 
stand-point: (i) The treatment of arthritic diabetes, both pre- 
ventive and curative, is entirely a question of the amount of 
aliment. (2) The regulation of the amount is easier with a 
milk diet, and this should have the preference. (3) This diet 
also possesses the advantage, at the same time, ot combating 
the majority of the diseases which so often accompany diabetes, 
especially those of the digestive and urinary organs, (4) His 
observations show the efficacy of this diet in the most severe 
complications of the disease, diabetic gangrene and threatening 
cuma. (b) From the theoretical standpoint : (i) His observa 
tions confirm the view that arthritic diabetes is largely due to 
superalimentation. (2) They also give serious support to the 
view that diabetes is only a meanssof defence tmployed by the 
organism to diminish, by the elimination of the sugar, the 
substances destined for combustion, consequently the amount 
of products of incomplete combustion. 

Brachmann, H. Awylene Hydrate in Diabetes Insipidus.— 
{Therapeutische Monatshefie, Heft xii., s. 641). 

Brachmann has r-^ported a case of diabetes in.sipidus in which 
an evening dose of fifty grains of am)Lne hydrate reduced the 
i.rine from 230 to 100 oz. and raised the specific gravity from 
1005 to ion in six days. On the omission of the remedy the 
symptoms returned. 
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bright's disease. 

Praetorius, A. Auto-intoxication und Albuminuria. — {Ber- 
liner klinische Wochenschrift^ 1898, No. 14. 

Praetorius thinks it impossible to deny that there are cases of 
functional albuminuria, that is to say, cases in which there is no 
organic disease of the kidneys. This is specially the case in 
so-called cyclical albuminuria, where the albuminuria is present 
in the morning and disapj^ears as the day goes on. He quotes 
a case of this kind, associated with enlarged liver which proved 
to be due to hydatids, and disappeared after this had been cured 
by iitcision and drainage. But he contends that the main cause 
of functional albuminuria is auto-intoxication, either gastric or 
intestinal or hepatic, or as in the albuminuria of myxoedema, 
from the. thyroid gland ; or from some deranged tissue meta- 
morphosis such as occurs in gout, diabetes, and obesity. He 
thinks the diagnosis of functional albuminuria should always be 
made with caution as such cases may later on acquire arterio- 
sclerosis and become the subjects of true kidney disease. 

Sollmann and McConib. Preliminary ohsetvations on a case 
of Physiological Albuininuria. {foumal of Exper. Med.^ Vol. iii , 
No. I, p. 187. 

The subject was one of themselves, in perfect health, age 27, 
weight 154 lbs., height 5 ft. Sin. The pioteids consisted of 
albumens and globulins^ the average daily excretion being 
•5317 grm. The quantity varied directly with the urea, inversely 
with the temperature of the air, not constantly with the amount 
of urine, slightly increased by diuretic drugs which act on the 
circulation. It was lessened by sleep, and subject to sudden 
spontaneous increases for which there was no explanation, 'i'he 
influence of posture and exercise was not determined. 

Arnaud, F. Albuminurie et lesions des reins dans la variole. 
Revue de Med,, 1898, p 392. { 

Albuminuria was present in 95 per cent, of cases of small-pox, 
more abundantly in the severe cases and during the early febrile 
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stage. It persisted in 75 per cent, after recovery, but in 
minimal quantity. It depends upon a slight nephritis, which 
may become aggravated and lead to uraemic symptoms, chronic 
organic disease, fi^c. Even in the absence of all clinical evi- 
dence of nephritis the kidneys of patients dying during the 
acute stage of variola showed invariably lesions of the vessels 
and connective tissue (diapedesis) with epithelial changes in 
the convoluted tubes. In patients dying after convalescence 
these changes were found to have been succeeded by sclerosis 
of the connective tissue, atrophy of tubules, and degeneration 
of the epithelium. 

Eyre, J. W. H. Albuminuric Retinitis. Ophthalmic Review, 

1897, p. 275- 

Eyre refers to the generally received opinion that albuminuric 
retinitis is met with only in chronic forms of Bright's disease, 
and adduces in opposition three cases. The first was a man of 
50, seen first with failing vision, slight headache, general malaise 
of three days* duration, attributed to getting wet a week before. 
There was some puffiness under eyes, urine free from albumen, 
blood, and casts. Ten days later granular casts were found, 
and after three other days albuminuria occurred. The eyes 
from the first showed swelling, blurring, and vascular engorg- 
ment of the discs, with numerous white spots around macula 
and flame-shaped haemorrhages between macula and disc. He 
died six weeks later. The kidneys were swollen, weighed 65 
and 6 oz. 3 capsules non-adherent, cortices swollen, lighter in 
colour than pyramids, which were deep red and dripping with 
blood. A urine chart follows, in which the amount of albumen 
is given as high as 10 per cent. (!) with epithelial, blood, granular, 
and hyaline casts in the later stages of the case. No micro- 
scopical description of the kidney is given, and it remains pro- 
bable that the case was one of latent chronic disease upon 
which a sharp acute attack supervened, masking by the intensity 
of the engorgement the evidences of old mischief. The report 
omits to say whether the heart was hypertrophied or the vascular 
system free from indications of chronic disease. The other 
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two cases are even less important, as neither died, and the only, 
noteworthy fact was the abset^ce of albuminuria at the time the 
cases came under observation for the retinal condition. In no 
case does it seem to have occurr^ed to the author to estimate 
the functional efficiency of the kidneys by determining the total 
amount of urea when the case came first under observation. 

Burd et Bonnet. Recherches et considirations diniques sur 
les differences de permeability renale dam Us diverses esp^ de 
nephrites, — {Archives Gen. de Mid,^ 1898, pp. 129, 283, 464). 

The authors arrive at the following conclusions : — 

1. Renal permeability is notably diminished in all stages of 
interstitial nephritis. 

2. In epithelial nephritis it is at least normal and often 
increased. 

3. In interstitial nephritis secondary to epithelial nephritis 
permeability is normal or increased for methylene blue, diminished 
for potassium iodide, the difference being due to the conditions 
under which these substances are eliminated. 

4. In other renal lesions permeability appears little modified. 

5. Blood-poisoning by defective elimination can only occur 
in interstitial nephritis ; in epithelial nephritis it is due to 
excessive loss. 

6. Investigation of renal permeability by the subcutaneous 
injection of methylene blue or potassium iodide may give useful 
clinical indications if account is taken of the different kinds of 
renal lesions. 

7. Methylene blue only gives precise results when it is elimi- 
nated naturally ; when the leuco-derivatives are in excess it is 
useless, as in the ammoniacal urines of prostatic and urethral 
diseases. 

Bellendall. Hereditary Granular Kidney in early Childlwod. 
— {Archivfur Kinderheilkunde^ xxii., p. 61). 

Bellendall reports two cases of granular kidney in children 
whose mother suffered from chronic nephritis. The elder lived 
two years, the younger only six months. The degree of con- 
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traction, which was very intense, led the author to believe that 
the disease commenced in utero. There was no history of 
syphilis, scarlatina, or other aetiological factors Bacteria could 
not be demonstrated. The mother's illness apparently began 
during the pregnancy with the elder child. 

Lemoine and Gallois. Ether in the Treatment of Uramia,— 
{Nofd Med, Sept., 1897). 

Lemoine and Gallois recommend two or three teaspoonsful of 
ether in a little swetened water every half-hour or every hour, 
with a subcutaneous injection of two to three cubic centimettes 
every three hours. They consider the treatment on a par with 
blood-letting. It increases the urine, strengthens the piilse, and 
calms the respiratory spasm. 

Ewart, W. The Treatment' of Chronic Nephritis,— (Brit. 
Med. Journal^ July 2nd, 1898). 

Ewart recommends in the treatment of general anasarca that 
the bed should slope towards the foot, so as to favour the gravi- 
tation of the fluid which should be drawn off by Southey's tubes 
■or incisions made with antiseptic precautions. He prescribes 
a liberal diet with moderate use of Burgundy, St Raphael, 01 
Claret. Digitalis and iron may be employed subsequently. 
Uraemia might be treated by causing artificial dropsy of a lirab 
by the use of a tourniquet and. then drawin*^ of! the serum from 
the cellular tissue. 

MISCKLLANEOUS. 

Roques, L. Urticaria in Paroxysmal Hceinoglobinuria. — 
{Lancet., 1898, Vol. i., p. 1704). 

Roques has related to the Socieie M^dicale des Hopitaux a 
case of p.iroxysmal haemoglobinuria where an attack could be 
always produced by exposure to cold and when intense the 
skin became tinged yellow. If a portion of skin only were 
exposed to cold, by applying ice or ether spray a pruriginous 
urticarial wheal formed surrounded by a rosy band. The wheal 
disappeared in ten or fifteen minutes, but was succeeded by a 
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yellow patch of oedema, which persisted for two hours and left 
a yellow stain, 

' Fenwick and others. The Treatment of Incontinence of 
Urine — {Brit, Med, Joum., 1898, Vol. i., pp. 739, 803, and 
867). 

In answer to a correspondent the following prescription is 
suggested : — Jl. Tinct. lycopodii clav. Jijss ; tinct. cardam. co. 
5ijss ; syr. simp. Jss ; aq ad. Jij. Ft. mist. Sig. 5ss. quartis hons 
sum. Mr. Hurry Fenwick is quoted as saying that no drug is 
more satisfactory than lycopodium. As the spores are practically 
insoluble they should be subjected to prolonged trituration with 
sugar of milk, after which they are readily dissolved in spirit. 
. Among other remedies are suggested tying a towel round the 
waist with a large knot over the spine to prevent sleeping on 
the back ; an alarm clock to wake the patient at 1 a.m., when 
the bladder should be emptied ; cold morning baths and a 
mixture of iron, strychnine and dilute |»ho^| hcric acid. 

Dr. Proctor Sims recommends : ^. Extr. belladonna gr^^ ; 
aq. camph. Jss. M. ft. mist. Sig. ter in die. He does not 
think the tincture so effective, and insists upon the dose. 

Dr. Hawkins-Ambler says it is olien sufficitni 10 discuss in 
the little patients' hearing the advisability of blistering the nape 
of the neck if the medicine does not effect a cure. 

Ca.sper, L. Uroiropine in Renal and Biaader Diseases. — 
{Therap. Monalshefle^ 1897, No, 52, p. 1238). 

Casper recommends urotropine in daily doses of fifteen to 
thirty grains or one drachm in renal colic, cystitis, pyelitis, 
phosphaturia, etc.. In its decomposition formaldehyde is set 
free. 

Harris, M.L. Renal Hcematuria without knouu lesions. — 
{Philadeif^hia Medical Record^ March igih, 1898) 

A leu years ago Senator published a case of haemorrhage from 
the kidney so persistent and proluse that the organ was ulti- 
mately excised to save the patient's life. Subsequent examination 
revealed no structural alteration in the kidney, but the patient 
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recovered and had had no relapse. In a subsequent debate at 
the Berlin Medical Society several cases of "simple" renal 
haemorrhage were related, mostly induced by unusual exertion. 
Harris's cases were both males, aged 50 and 51, the bleeding 
having lasted in one three months, in the other three years. 
The urine was dark brown. In one case the blood could be 
seen to flow trorii the left ureter. The kidney was explored and 
the cavity of the pelvis opened ; nothing was found, but a week 
later the bleeding ceased, and after six months there had been 
no recurrence. The other recovered under rest, tonics, and 
forced feeding. 

Frank, J. £in Fall von Hdmaiurie und eine merkwurdigt 
Ursache derselbcn, — {Wien, klin. Rundschau^ 1897, No. 48). 

A woman aged 42, mother of three children, had suffered 
for sue months from severe - haertiaturia, which had resisted 
internal medication and washing out the bladder. The urine 
was bright red and contained much blood. The uterus and 
appendages and renal regions showed nothing abnormal. 
Vesical catarrh was not present. The cystoscope showed the 
vesical mucous membrane covered with numerous uric acid 
crystals, whose sharp angles penetrated the bladder lining. The 
mucosa was red and moderately hyperaemic. Simple washing 
did not remove the crystals, but they were cleared out by 
pumping out the bladder with a Bigelow's aspirator. Two 
days after the operation the patient was quite well. 

Jahnel, W. Zur Casuistik der Barnstoffauscheidunf^ durch 
die du^sere Haul, — ( Wien, Med. Presse^ 1897, No. 46). 

Urea crystals appearing as an efflorescence upon the skin are 
described in most text-books of physiology, but the occurrence 
is sufficiently rare to make a newly reported case a welcome aid 
to our faith. Jahnel states that during the last eight days of 
the Hfe of a case of chronic Bright's disease the skin of the 
forehead nose and chest was covered as if with flour or with a 
whitish crystalline powder, which near the margin of the hairy 
scalp formed white crusts. This substance under the microscope 
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was composed of clumps of epidermic cells and crystals which 
gave all the chemical reactions of urea. 

Smith, W. G. Cystinuria. — {Dublin Med, fournal. May, 
1898). 

This paper tells us nothing which throws any fresh light upon 
the pathology or treatment of this condition. Cystin is a pro- 
duct of proteid metabolism formed in the intestine probably 
under the influence of some special intestinal micro-organisms, 
and the indication is to disinfect the intestines [by the regular 
use of saline aperients with such disinfectants as salol, thymol, 
beta-naphthol, etc. — Rep.] 

Bradshaw, T. R. spontaneous Ptecipitation of Albumose, — 
(Lancet, 1898, vol. i., p. 1188). 

Bradshaw has reported a casjcof a man with obscure disease 
of the vertebral column whose urine was often milky and 
deposited an amorphous proteid sediment. At other times the 
urine was clear but contained albumose in solution which 
appeared to be identical with the proteid precipitated from the 
milky specimens. It coagulated at from 50° to 60* C., and was 
partially dissolved again on boiling. Acidulation reduced the 
coagulation point. It was precipitated by nitric acid and this 
precipitate dissolved on heating and re-formed bn cooling. It 
was precipitated also by hydrochloric and sulphuric acids. 
Dr. Sidney Martin said the substance was hetero-albumen, but 
differed from true peptic hetero-albumen in not being dialysable. 

Pelligrini. A simple method of estimating the toxicity of Urine, 
— (Rev, Sper. di Freniatrioy i8g7y p. 114). 

Pelligrini has made a number of experiments which go to 
show that the amount of potassium indoxyl sulphate in the 
urine is a reliable index of the degree of its toxicity. He 
recommends the employment of Primavera's test for this sub- 
stance, which is as follows : Pour from 4 to 5 c.cm of urine 
into a test tube, and add slowly one-third the volume of pure 
concentrated sulphuric acid. Cool the mixture by dipping the 
end of the test tube into cold water. Add 1-5 c.cm. of pure 
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chloroform. Mix thoroughly, and then allow the chloroform to 
settle to the bottom of the tube. If potassium indoxyl sulphate 
is present in normal quantity, the chloroform has a light-blue 
tint. When it is present in excessive amount the chloroform 
has a deeper blue colour proportionate to the excess. Informa- 
tion regarding the degree of toxicity of the urine is of special 
value in cases of insanity, in the causation of many of which 
auto-intoxication is now known to be a very important factor. 
Pelligrini believes that the increased toxicity of the urine in 
such cases is chiefly due to abnormal fermentation within the 
gastro-intestinal tract ; it is important, therefore, to correct any 
disorder of digestion in these patients. 

Arnold V. Ueber die Heller' sc he Probe zum Nachweis des 
Blutfarbstoffes im Ham, — {^Berliner klinische Wochcnschrift^ 
1898, No. 13). 

Arnold thinks Heller's test is one of the best for showing the 
presence of blood in the urine; it indicates not haematin but haemo- 
chromogen, and the test is made much more certain by 
spectroscopic examination. 

Tunnirliffe and Rosenheim. A new Volumetric Method of 
Estimating Uric Acid in the Urine. — Brit, Med. /ourn., 
Feb 5th, 1898). 

The method resolves itself into three distinct procedures : 

1. The preparation of the standard piperidine solution. 

2. The obtaining of the uric acid in a pure state from the 
urine. 

3. The tiiration of the same with the standard solution. 

1. They found a ^V normal piperidine solution most suitable. 
This may be standaniised by estimating the amount of it which 
is required tu neutrals e a certain amount of a -^^ normal acid 
solution. Those unpractised in the preparation o\ standard 
solutions are advised to purchase the solution from a firm of 
manufacturing chemists. 

2. The uric acid may be obtained from the urine best by pre- 
cipitating the urine with ammonium chloride and subsequently 
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decomposing with hydrochloric acid. The uric acid obtained 
from 10© c.cm. of urine by this method is carefully filtered and 
freed from hydrochloric acid by washing with water until the 
washing shows no reaction with Congo paper. For this purpose 
15 to 20 c.cm of water suffice, if an unreasonable excess of 
hydrochloric acid has not been taken. 

3. The pure acid is rinsed with 20 to 30 c.cm. of hot water 
off the filter paper into a small vessel. Although the urate of 
pipendine is soluble at 15° C. to the extent of 53 per cent., it 
is advisable in order to obtain a sharp end reaction to bring 
the fluid which is to be titrated up to the boiling point. A few 
drops of an alcoholic phenolphtalein solution are then added, 
and the piperidine solution allowed to run in from a burette, 
the liquid being the while kept hot. The complete saturation 
of the uric acid present is shown by the appearance of a red 
colour which remains on shaking, and also by the fact that no 
uric acid remains undissolved. 

Since i c.cm. ot a -g^ normal piperidine solution corresponds 
to 0*00425 g. piperidine, and this is equal to o 0084 g. of uric 
acid, the number of c.cm. required to produce the end reaction 
described above multiplied by 0084 will give the amount of 
uric acid present. In those cases in which 100 c.cm. of urine 
was the amount originally taken, it is obvious that the number 
thus obtained will give the percentage of uric acid in the urine. 

Cook, R. Harvey. A new rapid and aciurate method of 
estimating Uric Acid. — (Ntiv York Med. Record, March 12th, 
1898. 

Cook's method is chemically the same as Haycraft's, in that 
the uric acid is thrown down as urate of silver. The following 
apparatus is necessar) : a centrifugal machine, four graduated 
tubes of a capacity of fifteen cubic centimetres each, and a 
pipette holding one cubic centimetre. 

Place in the graduated tubes jo cc. of urine; add to this 
from 05 to I gram of sodium carbonate and from i 10 2 cc. of 
ammonium hydrate. Shake until the sodium carbonate is 
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dissolved; this precipitates the earthy phosphates. Separate 
this precipitate with the centrifugal machine and decant tbe 
supernatant urine into another graduated tube. It will be 
iound that the earthy phosphates are readily separated and 
adhere to the bottom of the tube ; this allows the clear urine to 
be readily poured off into another tube. To the clear urine now 
free from phosphates add 2 cc. of ammonium hydrate and 2 cc. 
of ammonic silver solution (made by dissolving 5 gm. of silver 
nitrate in 100 cc. of water and adding ammonia until the solu- 
tion becomes clear). The addition of the silver solution causes 
the uric acid to be precipitated as the urate of silver. Separate 
this precipitate with the centrifugal machine and pour off the 
supernatant urine. Add to the precipitate an excess of 
ammonium hydrate, at least 5 cc, and mix thoroughly. By this 
any of the chlorides that may have been precipitated are 
redissolved, leaving only a pure urate of silver. Lastly, precipitate 
this urate of silver until the lowest reading is to be had. 

Each I cc. as marked on the graduated tube indicates 
0*001176 gm. of uric acid in 10 cc. of urine. For example: 
if o*5 cc be the lowest reading, you then have 
5 X o '001176 = 0*00588 gm. of uric acid in jo cc. of urine. 
In order to obtain the percentage, multiply this result by 10. 
If the number of cubic centimetres of urine passed in twenty- 
four hours is known, the total uric acid can be easily calculated. 
It will be found advantageous to carry two specimens through 
the examination at the same time ; thereby the centrifugal 
machine is equally balanced. 
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KEPOiaS OF SOCIKTIKS. 



British Medical Association. 
Birmingham and Midland Counties Branch, 

Thursday, Oct 13th, 1898, Vincent Jackson, F.R.C.S. Ed., 
President, in the chair. 

Cyst of Parovarium. — Mr. Lawson Tait showed a cyst of the 
paFOv;a3iiKQ which he had removed from a patient in Shropshire 
two days before. The specimen was in itself common enough 
to deserve but little notice, as it was the ordinary cyst, which 
could be easily enucleated from its nest between the folds of the 
broad ligament ; in fact, it would always be possible to remove 
such cysts without opening the peritoneum at all. The present 
specimen illustrates, however, the occasional exception to Mr. 
Tait's teaching on the subject, that in the removal of such 
tumours the ovary and tube should be left. He had recently 
said that such a sound principle of truly conservative surgery 
had not a constant success, and the present was an instance. 
The exclusion of the ovary from the ligature at the time of the 
operation was perfectly easy, but the tube was found to have 
been stretched over the tumour to such an extent as to increase 
its length to nearly nine inches and its lumen so that it admits 
a number 12 catheter. To have preserved the tube under 
these circumstances would have materially complicated the 
operation, and to have left a long raw edge with a proclivity 
towards forming adhesions of a most dangerous kind, danger- 
ous, for instance, to an extreme degree had it coiled round or 
even partially round a piece of small intestine. The subsequeut 
contraction would have involved inevitably strangulation of the 
gut. Even had flaps of peritoneum being cut off with it and 
V 
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united round the tube, the return of a nine inch cord of this 
kind amongst the intestines could not be regarded as a wise 
proceeding. The ovary has been preserved without the tube, a 
useless gland without its duct, and the principle of conservative 
surgery as here applied to the uterine appendages has been 
defeated. The alternative would have been radically bad 
surgery, one of the points which will be discussed in a paper to 
be submitted to the Branch later on in the session. 

Carcinoma of Splenic Flexure of the Colon, — Mr. Jordan Lloyd 
showed a specimen of carcinoma involving the splenic flexure 
and part of the transverse and descending colons successfully 
removed by operation from a man 45 years of age, the cor- 
responding portion of the great omentum being taken away with 
the growth. End to end anastomosis by suture was secured 
without the aid of buttons of any kind The patient made 
a satisfactory recovery. Syniptoms of diarrhoea, paroxysmal 
crampy pains, flesh loss and increasing anaemia had been present 
for more than a year. Since the operation the bowels had acted 
normally and the general health had improved. 

Intussusception occurring twice in the same patient, — Mr. 
Haslam showed a child aged 6 years on whom he had operated 
on two different occasions for intussusception. She was admitted 
in March, 1897, with symptoms of this condition, and on 
opening the abdomen twenty hours after their onset a well- 
marked intussusception if the ileo-caecal variety was found and 
reduced. In July of this year she was again attacked with 
abdominal p.\in, tenderness, and vomiting, and though the 
symptoms were not so urgent or so clearly indicative of the con- 
dition as on the previous occasion, the presence of an elongated 
swelling detected by deep pressure on the right side of the 
abdomen made the diagnosis clear. On opening the abdomen 
through the old cicatrix an intussusception of the enteric variety 
about five inches in length was found and reduced without 
much difficulty. In the interval between the operations the 
patient had had several attacks of abdominal pain, sometimes 
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associated with vomiting, probably due to irregular peristaltic 
action of the bowels. 

Dr. Carter read a paper on the Investigation and Management 
of Chronic Disease. 

Dr. Short read a paper on the Treatment of Arthritis by means 
of Hot-air Baths. 



REVIEWS. 



OPERATIVE GYNAECOLOGY.* 

A BOOK on the subject of Operative Gynaecology, written by so 
eminent an authority as the well-known Professor of Gynaecology 
and Obstetrics in the Johns Hopkins University would, under 
any circumstances, demand careful and attentive consideration. 
The examination of such a book is doubly a pleasure when the 
work is presented in such an attractive form as the two clearly 
printed and beautifully illustrated volumes before us. In a 
handsome setting the distinguished author has given us a faith- 
ful representation of all that is best in the science and art of 
his subject, clearly and practically expounded, and strongly 
marked with his own individuality. The duty of the critic is 
therefore a peculiarly pleasant one, to strongly recommend the 
work to the favourable consideration of every practising 
Gynaecologist who understands the English language. The only 
previous work of similar excellence and authority in the 
language is that of the late lamented Greig Smith, and the only 
Continental books which deserve places beside these two are 

* Operative Gynaecology. By Howard A. Kelly. Two vols. London : 
Henry Kimpton. 1898. 
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that by Hegar and Kaltenbach in the German, and that by 
Pozzi in the French language. 

The first volume opens with chapters on Asepsis and Anti- 
sepsisv in which the methods that have been found serviceable 
by the author are detailed with great care and clearness. The 
reader cannot fail to be struck with the practical nature of the 
recommendations, with the thoroughness of the methods 
employed, and with the absence of unnecessary and trivial 
ritual. A short account follows of the Bacteriology of the 
vagina, and of the pus-organisms, and this is succeeded by a 
description of the topographical anatomy of the abdomen and 
pelvis. The anatomy of the abdominal wall, of the viscera, and 
of the muscles of the pelvic floor, is well and clearly described, 
and illustrated by a large series of useful and informing 
pictures, most of them original and prepared under the direction 
of the author. By a strange oversight very scant attention has 
been given to the arrangement of the pelvic fascia and connec- 
tive tissue. 

The gynaecological examination, case-taking, instruments and 
dressings, and anaesthetics, are next treated in the order named, 
and then follows a description of the diseases and injuries of the 
external genitals. This part of the work is introduced by a short 
and useful chapter on the general principles involved in the 
plastic operations about the vulva and vagina. The description 
of relaxed vaginal outlet and ruptured perineum is excellent, 
and stress is laid on the necessity for immediate repair of 
injuries after parturition. For the late relief of the conditions 
just named the author holds that denudation operations arc 
necessary, and the methods that have been found most useful 
by him are described and illustrated in his usual clear and 
explicit manner. 

The most important, original, and suggestive portion of the 
first volume is that dealing with the surgery of the bladder 
and ureters. Professor Kelly has made this subject peculiarly 
his own, and has been instrumental in greatly extending and 
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improving the means of examination and treatment. His 
method especially consists in inspection through a cylindrical 
speculum of the interior of the voided bladder after distension 
with atmospheric air induced by placing the patient in the knee- 
elbow position, or on the back with the buttocks well raised. 
It is claimed that this method has been so far perfected that it 
is no longer necessary to dilate the adult urethra to admit the 
finger for the purpose of diagnosis. Other methods of 
examination of the bladder and ureters receive dtie attention, 
but the author insists that the cystoscope should be used in 
every case where the vesical affection is more than transient, 
and the diagnosis is not absolutely clear without it ; and that 
every part of the bladder is then to be thoroughly explored. 

The account of the surgical affections of the ureters is vci y 
full and merits special consideration. The methods of examina- 
tion by inspection of the orifices, palpation, catheterisation and 
sounding, are all fully described, and then the various affections 
are considered separately. Congenital affections, inflammations, 
obstruction, stricture, and calculus, are all dfalt with, and the 
chapter ends with a full account of ureteral fislulae, a condition 
that has been rapidly coming into prominence of late years, by 
reason of the greatly increased number of operations on the 
uterus. The various operations for the relief of this distressing 
condition are discussed, and the necessity is emphasised of 
selecting the most simple means. The vaginal route should be 
chosen if possible ; if it be not possible the fistula should be 
attacked through an abdominal incision ; the last thing to be 
thought of is colpocleisis or nephrectomy. Several interesting 
cases of the condition are related in full detail. 

In the treatment of prolapse of the uterus, resection of the 
relaxed vaginal outlet associated with supravaginal amputation 
of the cervix is recommended, with in addition in bad cases 
abdominal fixation of the uterus. In cancer of the uterus an 
extensive operation through an abdominal incision is preferred, 
the pelvic connective tissue being removed as widely as possible 
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along with the womb. The ureters are protected from injury by 
catheters passed into them just before beginning the operation, 
so as to make them stand out firm and prominent in the 
surrounding tissues. The treatment of Chronic Inversion of 
the uterus is the least satisfactory in the whole book. The 
methods given are three in number ; the first is manual reposi- 
tion, the difficulties of which according to the author's admission 
are usually insuperable ; the next is vaginal amputation of the 
organ ; the third is Kiistner's method. No mention is made of 
reduction by means of Aveling's or similar repositors, a method 
much in favour on this side of the Atlantic, and one that 
deserves trial before any of the means just noted are put into 
practice. 

The second volume deals with abdominal operations, and 
begins with desciiptions of the general principles and complica- 
tions common to all operations by this route, of the care of the 
patient and of the wound up to the time of recovery, and of the 
complications that may arise during convalescence. The method 
of closure of the abdominal incision recommended may be noted. 
It consists in a continuous fine catgut suture to the peritoneum, 
mattress wire sutures to the fascia, continuous catgut suture 
to bring the subcutaneous fat into apposition, and finally a con- 
tinuous subcuticular fine catgut suture to close the skin wound. 
By this method of suture Dr. Kelly claims that ventral hernia 
can almost entirely be prevented. 

In an interesting and important chapter on conservative 
operations on the tubes and ovaries, the author expresses him- 
self strongly on the necessity of not removing healthy ovaries 
for dysmenorrhoea or other nervous affections, and of not remov- 
ing ovaries that merely exhibit unruptured Graafian follicles, on 
the assumption that such organs are diseased. The importance 
of preserving as much as possible of the pelvic organs during any 
operation that may be necessary is also strongly emphasised. 

The various operations for simple and purulent inflammations 
of the tubes and ovaries and their neighbourhood, simple ablation, 
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vaginal drainage and enucleation, and the abdominal radical 
operation, are in turn described and the indications for each 
carefully and judicially considered. The rest of the volume is 
mainly taken up with a description of ovarian cysts and turaours^ 
of fibroids of the uterus, and of extra-uterine foetation, and of 
the numerous surgical proceedings which are necessary to deal 
with these conditions. A useful account of the more remote 
results of abdominal operations, and a chapter dealing with the 
proper method of conducting post- mortem examinations in 
Gynaecological cases, bring the work to a close. 

Throughout the text numerous apposite cases are introduced, 
and form by no means the least important and valuable part of 
the work. The completeness of the records of these cases bears 
testimony to the excellence and thoroughness of the work 
carried on in the department of Gynaecology in the Johns 
Hopkins University. To the publishers great credit must be 
given for the beautiful form in which the work has been sent 
out, and special and particular praise is due to the illustrations. 
No previous medical textbook has been adorned with pictures 
so clear, faithful, and true to nature, of such artistic merit, and 
so useful withal. Professor Kelly's reputation, high as it was 
before, cannot fail to be greatly enhanced by the publication of 
this work, which marks a distinct advance in the practice of the 
special department of Surgery to which it is devoted. 



THE COLD-BATH TREATMENT OF TYPHOID 
FEVER.* 

There has been no lack of late years of demonstrations written 
in the English language of the value of the Cold-Bath Treat- 

* The Cold- Bath Treatment of Typhoid Fever : the Experience of s. 
Consecutive Series of Nineteen Hundred and Two Cases Treated at the 
Brisbane Hospital. By F. E. Hare, M.D., Late Resident Medical Officer, 
Brisbane (General) Hospital. London : Macmillan and Co. Limited. 1898. 
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ttient of Typhoid Fever, although it must be admitted that, with 
few exceptions, of whom Dr. Cayley takes the first place, English 
.physicians have been remarkably silent on the matter. But 
these demonstrations have all, as far as we know, been contained 
in isolated papers, and no English book has until now been 
devoted to the subject. Dr. Hare has done well to fill up this 
blank, and, although he might with advantage have brought 
forward more prominently the very large mass of figures which 
have now been collected, his book contains a telling statement 
of the case, and affords valuable additional proof of the efllcaqr 
of this method of treatment. 

The first part of the book is taken up with a very clear and 
minute account of the practical details of the treatment as 
carried oCit at the Brisbane Hospital. Inasmuch as two similar 
accounts have been published in this Review during the last 
four years, we need not allude further to these points than to 
remark that, owing to the difficulties imposed by a restricted 
nursing staff, the massage and friction to which many writers 
attach so much importance were dispensed with in all but the 
most serious cases, apparently without materially affecting the 
ultimate results. Dr. Hare then considers the effect produced 
upon the various symptoms of the disease, and these again we 
may pass over as having been recently discussed in these pages. 
His account is based upon a scries of 1902 consecutive cases, 
treated during a period of ten years, 1173 of which came under 
his personal observation. 

The chapter on the " Influence of the Treatment on Mortality 
and Prognosis " is one of especial interest, inasmuch as Dr. Hare 
minutely analyses the cases and compares them in many par- 
ticulars with an earlier series of cases treated expectantly at the 
same hospital, amounting to 1828 in number, and covering a 
period of four and a half years. Taking the whole of these two 
sets of cases, the respective percentage mortality was i4'8 and 
7*5, showing a diminution of nearly 50 per cent, to be placed to 
the credit of the cold-bath method. This diminution is not 
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materially lowered by the exclusion of certain cases in each 
series for the purpose of making theni more strictly comparable 
with one another. 

We have no wish to call in question the value of the treat- 
ment, for we regard it as impossible to withstand the conclusion 
uniformly pointed to by the enormous number of cases which 
have now been accumulated, cases amounting to many tens 
of thousands in number, and all showing a remarkable dimi- 
nution in the mortality of the disease. But we cannot 
avoid pointing out one very curious omission in Dr. Hare's 
otherwise most careful analysis and comparison. In considering 
the possible sources of fallacy in such calculations. Dr. Hare 
alludes to four only, namely, paucity of data, variations in the 
extension of the term typhoid, variations in the severity of the 
disease and in the age and sex-constitution of the series com^ 
pared, and errors in diagnosis ; but he omits what in our 
opinion is the most crucial point of all, namely, differences in 
the period of the disease at which the cases first came under 
treatment. It is true that he gives particulars on this 
point with regard to the cases treated by cold bathing, but we 
can find no similar analysis of the other series, and we submit 
that this omission deprives the comparison of much of its 
value. In an article by the present writer published in the 
Birmingham Aledical Review for December, 1894, a series of 
304 cases of typhoid fever treated on the expectant plan at the 
Birmingham General Hospital was reported, with a total 
mortality of i6'8 per cent. These were compared with a series 
comprising 196 cases treated by Professor Osier on the cold- 
bath system; and analysed by him in the Johns Hopkins 
Hoi^ital report for the year 1893. The total mortality was 
found to be 7*1 percent. In the article referred to it was 
pointed out that, whereas 38*6 per cent, of the Birmingham 
cases were admitted after the end of the second week of the 
disease, only 17 per cent, of the cases reported by Professor 
Osier were adnrvilted after tliat period, and attention was drawn 
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by means of statistical tables to the disastrous effect on the 
Birmingham figures which was to be attributed to this differ- 
ence. Of the 953 cases of which Dr. Hare gives the date of 
admission, we 6nd that no less than 579 per cent, were 
admitted on or before the eighth day, as compared with only 
237 per cent, of the Birmingham cases admitted — not, it is 
true, on or before the eighth day, but in the course of the first 
week. Even after fully allowing for the errors often made in 
estimating the date of onset in so insidious a disease as typhoid 
fever, the fallacy which would be involved in comparing the 
mortality of these two sets of cases is obvious, and, although it is 
quite possible that the earlier series treated at Brisbane might 
prove to be strictly comparable in this particular, yet, unless 
this be definitely shown, we cannot think that the comparison as 
regards total mortality is at all conclusive. 
Apart from this serious omission; Dr. Hare's demonstration is 
an excellent one, and he has done real service in once more 
calling attention to this very important subject. We hope that 
his book will do something to stimulate the profession in 
England to investigate this very promising, if not already 
definitely established, method of treatment. 



THE FERMENT TREATMENT OF CANCER AND 
TUBERCULOSIS.* 

Whatever be the real value of yeast considered as a remedy 
for cancer and tuberculosis, this book, written with the object 
of bringing its virtues before the notice of English physicians, is 
worth reading, for it contains a record of much interesting 

*The Ferment Treatment of Cancer and Tuberculosis. By Horace 
Manders, F.R.C.S., M.D. London : The Rebman Publishing Company 
Limited. 1898. 
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experimental work. We cannot pretend to think that the 
clinical demonstrations contained in it are very convincing, but 
the author expresses his intention of publishing much fuller 
accounts of his experience in the treatment of the several 
diseases in later volumes, and judgment may fairly be reserved 
until these books have made their appearance. 

The fact that various species of Saccharomyces possess the 
power of ingesting any microbes with which they come into 
contact was accidentally discovered in 1892 by M. Bruhat, an 
analytical chemist of Paris, and this discovery was promptly 
seized upon by Dr. de Backer as suggesting the possibility of 
artificially reinforcing the phagocytes of the blood. A careful 
series of observations resulted in the manufacture of a fluid con- 
taining " pure yeast cells mingled with a certain definite propor- 
tion of fermentable and mineral matter necessary to fermentation 
and to the life of the cells,". ta which the name "back^rine" 
was subsequently given, and the efiectof this fluid upon bacteria 
and animal tissues was then thoroughly investigated. Successive 
experiments showed that, when backdrine was mixed with 
organic fluids containing pathogenic bacteria, alcoholic fer- 
mentation was by no means impeded, that many of the 
organisms were ingested before the commencement of the 
process of fermentation at a time when they were in full 
activity, and that not only were the incorporated bacteria more 
or less completely digested by the yeast cells, but even those 
which remained free were eventually rendered motionless and 
inert. Many varieties of bacteria were used for these experi- 
ments, among them those of tuberculosis and diphtheria. 
Subsequent experiments with animals proved three things, 
namely, that injections of backdrine caused as a rule but little 
constitutional disturbance, that alcohol was discoverable in the 
breath of the animals experimented on, and that a rapid 
diffusion of the yeast cells took place in the blood and tissues, 
although they were always to be found in greater number in the 
neighbourhood of the point ol inoculation. The inoculation of 
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healthy human subjects was finally undertaken without producing 
more than a temporary and moderate constitutional upset. 

As we have said, the book closes with the quotation of certain 
cases of disease in which the treatment has been tried. These 
are, however, hardly conclusive. A numerous and carefully 
controlled series of cases will be demanded by critics before any 
opinion, favourable or the reverse, can be formed of the merit 
of the treatment. For our own part, we do not at present 
attempt to arrive at any conclusion on the point. 



KING'S COLLEGE HOSPITAL REPORTS* 

In this, the fourth volume of the King's College Hospital Reports, 
Dr. Curnow resumes his interesting history of the Building and 
its Staff, bringing his record up to the year 1864. 

Of the papers contained in the volume there are three which 
deserve special mention. The first of these is Dr. Tirard's on 
" Albuminuria in Children." This is an important contribution, 
and we note especially that he holds . the view that albunainuria 
may be caused by congestion of the kidneys caused by strain 
from coughing; and also that the albuminuria of diphtheria 
never gives rise to chronic nephritis. 

Mr. Carless's "Notes on Appendicitis" are written with a 
clear surgical knowledge of the subject. He considers that 
mechanical conditions, such as strains, twists, etc., play a greater 
part in the aetiology of the disease than is usually supposed. 
He also lays great stress upon the importance of a rectal exami- 
nation in doubtful cases; and advocates early operative pro- 
cedure, /. tf., within forty-eight hours if no improvement occurs 
with non operative treatment. 

* King*s College Hospital Reports. Vol. iv. October I. 1896, to 
September 30, 1897. London : Adlard and Son. 1898. 
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The paper by Dr. Whitfield on "Some Points in the Diag- 
nosis and Management of Syphilis," struck us as being particularly 
good, inasmuch as he succeeds in steering clear of stereotyped 
remarks on the subject and brings out many points in both 
diagnosis and treatment, which, as he admits, receive more 
careful attention on the continent than with us. 

Amongst the cases, the one of Subphrenic Abscess under 
Mr. Cheyne, with secondary abscesses in the liver and brain, is 
of great interest and his remarks theieon most instructive. 

We do not like the plan on which many of the cases are taken, 
and think that a summary of the case with dates inserted is 
much to be preferred to the "diary" method so frequently 
adopted. 



EPIDEMIC CEREBRO SPINAL MENINGITIS.* 

This is the second important report on Epidemic Cerebro- 
spinal Meningitis for which medical science is indebted to the 
State Board of Health of Massachusetts. In 1873 this state was 
the scene of a severe epidemic of the disease, and a careful 
inquiry into its causes and natural history, together with a sum- 
mary of 517 cases, was published by Dr. J. B. Upham in the 
report of the Board for that year. During the last twenty-five 
years, however, much additional knowledge has been gained, 
especially through the discovery by Weichselbaum in 1887 of 
the specific inicro-organism of the disease, and the con- 
firmation ot the discovery eight years later in 1895. '^^^ present 
repoit, by Drs. Councilman, Mallory, and Wright, deals essen- 

* Epidemic Cerebro- Spinal Meningitis, and its Relation to Other Fornis 
of Meningitis. A Report of the State Hoard of 1 1 ealth of Massachusetts 
By Dr. VV. '1'. Councilman, Shattuck l*rofessor of Pathological Anatomy : 
Dr. F. B Mallory, A-sistant Professor of l*athological Anatomy ; and Dr. 
J. H. Wright, Instructor in Patholo^jicul .\natomy, Harvard University, 
boston : Wright and Potter Printing Co. 1898. 
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tially with a second severe epidemic which occurred in Boston in 
1896-7, although a summary of previous work and a very 
complete bibliography are included, in cases are analysed, 
being the number treated in the various hospitals, but the 
extent of the epidemic is not adequately represented by these 
figures. The authors, however, are probably justified in their 
unwillingness to accept too readily the diagnosis of cases 
reported from private sources. 

The report deals with all aspects of the matter — causa- 
tion and incidence, symptomatology, pathology, bacteriology, 
diagnosis, and treatment. ^ That part of it which deals with the 
diagnosis by aid of lumbar puncture has been recently amplified 
in Dr. A. H. Wentworth's paper published in the Lancet of 
October ist., a paper which in other respects is mainly an 
abstract of the Boston report. -^ 



TEXT-BOOK OF ZOOLOGY.* 

This book is based upon Mr. Wells' Text-Book of Biology, as 
far, at any rate, as its general plan is concerned. In eflfect, 
however, it is practically a new book, only one chapter — so the 
authors inform us — having escaped alteration. We are not 
acquainted with the above mentioned work, but can recommend 
the present edition to students of biology. The anatomical 
descriptions are clear and adequate, and the types 
included are sufficiently varied to cover the ground of most 
preliminary medical examinations. The tables of questions— 
largely selected from previous university examination papers— 
which are appended to each chapter, will considerably increase 
the value of the book. 

* Text-Book of Zoology (The University Tutorial Series). By H. G. 
Wells, B.Sc. Load., B'.Z.S., F.C.P., and A. M. Davies, B.Sc, London. 
London : W. B. Clive. 
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0eb) Snbnitions, IBrugg, tit. 

We have received samples from the Anglo-Swiss Condensed 
Milk Co. of their recent preparation, the so-called " Ideal Milk." 
This is a concentrated non-sweetened milk, to which cream is 
added so as to increase by 20 per cent, the butter fat in the 
pure milk employed. It is moreover sterilised, and is therefore 
well suited for use in those cases of gastro-intestinal disturbances 
in which the temporary use of condensed milk is deemed 
advisable. Notice is drawn to the fact that the omission of all 
sugar renders the milk liable to undergo change when once 
the tin has been opened more quickly than is the case in 
the sweetened preparations. 



j^eb) Booius, etc., BeceibeH* 

A Text- Book upon the Pathogenic Bacteria, for Students of Medlcino and 
Physicians. By Joseph McFarland, M.D., Professor of Pathology 
in the Medico- Chirurgical College, Philadelphia. Second J^idition, 
revised and enlarged. London : Henry Kimpton. 1898. 

A Manual of Modem Surgery, General and Operative. By John 
CHALMERS Da Costa. M i).. Clinical Professor of Surgery, Jeffeniou 
Medical College, Philadelphia. Second Kdition. London : Henry 
Kimpton. 1898. 

Diet and Food considered in relation to Strength and Power of Endurance. 
Training, and Athletics. By Alexander Haig, M.A. & M.D. Oxon . 
F.R.C.P., Phj^sician to the Metropolitan Hospital, and the Koyal 
Hospital for Children and Women. London : J. & A. Churchill. L"Sl>8. 

A Clinical Treatise on Diseases of the Breast. By A. Marmaduke 
Sheild, M.B. Cantab , F.R.C.S., Senior Assistant Surgeon and Lecturer 
on Practical Surgery to St. George's Hospital. London : MacmiUan 
and Co. Limited. 1898. 

'Ihe Living Organism. An Introduction to the Pi'oblems of Biology. Hy 
Alfred Earl, M. A., of the Inner Temple, Marrister-at-Law. London : 
Macmillan and Co. Limited. 1898. 

Essentials of the Diseases of the Ear, arranged in the form of Questions 
and Answers. By E. B. Gleason, S.B , M.D., Clinical Professor of 
Otology, Medico-Chirurgical College, Philadelphia. Second Edition, 
revised and enlarged. London : Henry Kimpton. 1898. 
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A SynopsiB of Surgery. By R F. Tobin, F.R C.S.I, Surgeon to Si. 
Vincent'a Hospital, Dublin London : J. and A. Ohurchill. 1898. 

Transactions of the Grant College Medical Society, Bombay, from January 
to Dec^O)^, 1897. 

Atlas of External Diseases of the Eye. By A Maitland Ramsay, M.D., 
Ophthalmic SurgeoQ» Glasgow Royal Infirmary ; Professor of Ophthal- 
mology, St. Mungo's OoUoge, etc Glasgow : James MacLehose and 
. Sons. 1.898. >. 

An Atlas of Bacteriology. By Chas. StATKtt. M A., M.D., M.R C S. Bug., 
F.O.S,, Lecturer on Bacteriology, St Geoifp&'s Hospital Medical School, 
and Edmund J. Rpitta. L.KC.P. Lond , 3I.II.C.S. Eng, F R.A.S., 
Formerly Demonstrator of Anatomy, St George's Hospital Medical 
School. London : The Scientific Press Limited. 1898. 

The Surgical Anatomy of the Lymphatic Glands. By Cecil Ff. IdUF, 
M.A., M.B. Cantab, F.R.C.S. Kng., Demonstrator of Anatomy at the 
London Hospital. Westminster : Archibald Constable and Co. 1898. 

A Directory for the Dissection of the Human Body By John Clgland, 
M.D., LIaD., F.R.S.. Professor of Anatomy in tne University of 
Glasgow, and John Yule Mackay, M,D., Principal and Professor of 
Anatomy, University College, Dundee Fourth Edition. Glaagow : 
James MacLehose and Sons 1898. 

An Additional Case of Double Congpnital Microphthalmos ; and What 
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THE TREATMENT OF GALL-STONE IMPACTED 
IN THE CYSTIC DUCT • 

BY GILBERT BARLING, M.B., B S., F.R.C.S. 

The operation of cholecystotomy is now so well established and 
so safely performed in uncomplicated cases that in a meeting of 
this branch, where it found some of its earliest advocates, there 
is scarcely anything to be said that has not already been uttered. 
Peihaps, however, I may be allowed to emphasise one important 
point ; it is, that in this as hi all surgical operations in which 
viscera are involved, delay in surgical treatment brings with it 
complications which add considerably to the danger of operative 
interference. 

In the case of renal stone the consequences of delay fall 
particularly upon the organ involved, and it becomes more or 
less maimed in its functions, the body excretion is interfered 
with, and nephrectomy frequently takes the place of what earlier 
might have been nephro-lithotomy, the kidney being then 
saved to perform its duties, and probably in some instances, to 
carry on functions which the one on the other side alone might 
not be able to perform. 

In cases of biliary calculus, whilst more or less destructive 

* Read before the Birmingham and Midland Counties Branch of the 
British Medical Association, on Thursday, November loth, 1898. 

W 

Digitized by VjOOQIC 



3 1 8 Original Communications, 

changes may result in the liver, yet usually the functions of the 
organ are still carried on in such a way that so long as the com- 
mon duct is not persistently obstructed the body suffers little 
harm unless we are to accept as a fact that cancer of the liver is 
sometimes induced. There is therefore no exact parallel in the 
dangers brought about by biliary calculi and renal calculi. 
Biliary calculi however bring with them their own special dangers, 
but these arise from the fact that the biliary apparatus is intra- 
peritoneal. Inflammatory processes are started which, by setting 
up adhesions, cause interference with surrounding parts and 
inflict pain and ill-health, and, if suppuration is excited, it may 
be death upon those who suffer from gall-stones. 

It is with the object of calling attention to these troubles that 
I venture to bring before you a short series of cases in which a 
gall-stone was lodged in the cystic duct. These cases, four in 
number, all of the kind I have met with, present somewhat 
interesting features, and I propose to read you brief notes of the 
cases and to make a few comments upon them. 

Case \.— Gall-stone impacted in the cystic duct ; distention of 
the gall-bladder ; removal of the stone by incision in the duct; 
recovery, 

F. H., a stout female, aged 35, was admitted to the General 
Hospital under my care on February i8th, 1896, complaining 
of swelling in the right hypochondrium of sixteen months* 
duration. Her illness began in November, 1894, with severe 
pain coming on suddenly in the region of the gall-bladder, and 
accompanied by diarrhoea; there was neither vomiting nor 
jaundice. Three days afterwards a lump was noticed in the 
region of the gall-bladder. The patient had another attack of 
pain in the following March, and another in July. 

Condition on admission, — On the right side of the abdomen 
just below the costal margin and external to the semi-lunar line, 
a rounded elastic swelling could be felt ; it appeared about the 
size of a small orange ; it descended on inspiration, and though 
not painful was tender with handling. The swelling could not 
be palpated in the loin. There was no jaundice. 
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The diagnosis made was distention of the gallbladder, 
probably from stone in the cystic duct. 

Operation February 24th. — Incision over the swelling revealed 
a distended gall-bladder and a stone was felt in the cystic duct 
close to the common duct. Five ounces of turbid mucus were 
withdrawn from the gall-bladder with the aspirator, the gall- 
bladder was then opened and found to be free from stones. A 
stone in the cystic duct could be felt with instruments from the 
gall-bladder, but it was so tightly impacted that prolonged 
manipulations failed to remove it ; an incision was therefore 
made on to the stone which was dug out with a scoop and 
proved to be a barrel-shaped stone three-fourths of an inch long, 
and about half an inch in diameter. The incision in the duct 
was closed with sutures and the gall-bladder was stitched to the 
abdominal incision and drained. 

Though the patient left the table in a very good condition, 
some hours afterwards she was very collapsed and shivery, and 
complained of a good deal of pain in the abdomen. On the 
following two days there was complaint of pain in the abdomen, 
which was somewhat full, the pulse quickened up to 100, the 
temperature rose to ioo'5. There was no vomiting. On the 
third day after the operation there was complaint of much pain 
in the abdomen which was distended and generally tender ; the 
patient looked ill, her pulse was 124 and temperature 101*5. 
Free purgation was now ordered with calomel and sulphate of 
magnesia which resulted in speedy improvement and the patient 
made an uninterrupted recovery afterwards. 

Case 2. — Gallstone impacted in the cystic duct ; distention of 
the gall-bladder ; incision of the duct ; drainage; recovery. 

F. B., aged 51, a stout and muscular man, was sent to me 
sometime during the year 1896, with a diagnosis of stone in the 
right kidney. He gave a history then of severe attacks of pain 
commencing in the right side of the abdomen and descending to 
the upper part of the thigh and testicle, the pain being occa- 
sionally associated with vomiting ; jaundice had never been 
noticed during or after the attacks. There was sharp pain on 
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percussion over the edge of the right erector spinas in the costo- 
iliac space, but several microscopical examinations of the urine 
failed to detect either blood, pus, or crystals. The absence of 
the last-mentioned objects from the urine made the diagnosis so 
doubtful that I advised the patient to wait and see if further 
evidence could be obtained which would throw light on his con- 
dition. I did not see him again until February 3rd, 1897, when 
he returned to Hospital saying that he had suffered several 
attacks of pain and that they were getting worse. He was 
therefore admitted to Hospital and daily examinations of the 
urine made, but nothing was found suggestive of renal stone 
though the patient always gave the same account of his attacks 
of pain, viz., that they commenced about the region of the 
kidney and descended in the course of the ureter. 

When almost decided to explore his kidney, on February loth 
he fortunately had an attack ot pain which threw the necessary 
light upon his case. On that day he was seized with an attack 
of very severe pain over the situation of the gall-bladder ; this 
pain went through to the back between the shoulders. On 
palpation there was marked tenderness over the lower margin of 
the liver, and a doubtful lump was felt here about which it was 
difficult to speak definitely as the muscles were so rigid. During 
the next two or three days the tenderness subsided and there 
was no jaundice. 

There was now no reasonable doubt that the patient was 
suffering not from renal, but from gall-stone, and on February 
15th I operated upon him. Under the anaesthetic the gall- 
bladder could be distinctly palpated, and an incision was made 
directly on to it, when it was found to be distended to the size 
of a turkey egg, and a stone was felt in the ducts. After the 
gall-bladder had been emptied with the aspirator and opened, 
probing found that the stone was in the cystic duct, but it was 
so immovably fixed that scoop, forceps, and other instruments 
failed to dislodge it. An incision was made in the walls of the 
duct, and with considerable difficulty an almost circular stone 
ibout half an inch in diameter was removed. The incision in 
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the duct was sutured and a drainage tube with gauze packing 
around it was passed down to the duct and brought out of the 
wound. The gall-bladder was stitched to the wound and also 
drained. The patient's subsequent history was quite uneventful 
and he was discharged with his wound soundly healed on 
March 17 th 

Case 3. — Gall'Stone impacted in the cystic duct ; localised sup- 
purative peritonitis ; operation ; recovery. Recurrence of the 
suppuration ; second operation ; removal of tfu stone some days 
later ; recovery. 

Mrs. F., aged 61. was seen by me on September 6th, 1897, 
in consultation with Dr. Vokes who had diagnosed peritonitis 
due to gall-stone. The history showed that for several years the 
patient had been the subject of attacks of colic beginning in the 
hepatic region with occasional slight jaundice. 

On September 3rd, 1897, there was an attack of pain in the 
region of the liver extending to the back ; the patient vomited 
and was -slightly jaundiced. Morphia was administered with 
much relief to the symptoms until 2.30 p.m. on September 6th, 
when the pain returned very severely in the belly and in the 
back, and the patient vomited. When I saw her the abdomen 
was generally distended and rigid, but especially on the right 
side in the upper two-thirds where it was extremely tender, but 
no tumour could be palpated. At this time the temperature 
was loi, pulse 112, and there was frequent vomiting of bile- 
stained fluid ; there was no noticeable jaundice. The patient 
was extremely ill and had the facial expression of severe abdo- 
minal inflammation. 

The diagnosis of peritonitis starting from the gall-bladder was 
confirmed, and the abdomen was opened in the right hypochon- 
drium, just outside the semi-lunar line. About half a pint of sticky 
purulent fluid at once escaped. There was extensive matting of 
the stomach, intestine, and of the tissues underneath the liver, 
but no gall-stone could be palpated either in the gall-bladder, in 
the ducts, or loose in the belly cavity. The patient was too ill 
to permit of a prolonged search, so the abdomen was drained 
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and the wound closed. For two days she remained very ill, 
with vomiting, distention, and constipation, but when the bowels 
had been evacuated and rectal feeding alone was employed, 
speedy improvement took place, and at the end of five weeks 
the patient was able to be up. 

A few days after she got up her old pain returned, she again 
vomited, her temperature began to rise, and the abdomen 
became tender and rigid, and on October the 20th she was 
admitted to the General Hospital. She looked very ill and 
distressed, her pulse was about 100, temperature 103, and the 
upper part of the abdomen was distended, rigid, aad tender. 
The abdomen was opened through the old scar, and a quantity 
of pus, estimated at about a pint, was found running down 
underneath the liver to the posterior part of the cavity. The 
gall-bladder, which was distended, was opened and some ounces 
of pus evacuated, but no gall-stone was found in it, nor could 
any be felt in the cystic duct with a probe. The course of the 
ducts could not be traced owing to the extensive matting of 
parts, but there was no indication of stone to be felt anywhere, 
either inside or outside the duct. The gall-bladder was then 
stitched in the incision and drained, and another drainage tube 
was placed underneath the liver and brought out in the wound 
which was then closed. Steady progress towards recovery was 
made, and from time to time a probe was passed down the gall- 
bladder to determine whether any gall-stone had woiked back 
from the ducts. 

On November the 3rd the probe felt some hard substance 
which was, from its depth, located in the cystic duct. By the 
aid of various forceps portions of a gall-stone were removed. 
For the first time bile was discharged from the gall-bladder, and 
on three subsequent days portions of gall-stone were removed, 
the fragments altogether making up a stone which would be the 
size of a filbert. The discharge of bile soon ceased, the suppu- 
ration subsided, and the patient was discharged from hospital 
on November 28th, the incision being en tfrely healed except 
where the drainage tube still led into the gall-bladder. No 
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other stones or fragments of stones appeared, but the tube was 
retained in the gall-bladder, lest there should be any more, for 
three months longer, but none appeared. At the present time 
the patient is well and free from her old attacks ; a tiny sinus 
remains, however, from which a little mucous discharge takes 
place. It is probable that the cystic duct is completely stenosed. 
Case 4. — Stone in the cyctic duct ; removal through a contracted 
galWadder ; recovery. 

S. G., female, aged 44, was admitted to the General Hospital 
September 9th, 1898, complaining of attacks of pain in the 
upper part of the abdomen, and of slight jaundice. Her 
history showed that a year previously she suffered from 
jaundice, which came on without pairi. Three months later 
she had her first attack of pain, commencing in the right 
hypochondriac and epigastric regions, and running through to 
her back between the shoulders. Since then she has had 
many similar attacks, which have often lasted for hours. Some- 
times they commenced with shivering, and practically always 
caused vomiting and sweating. From time to time the patient 
noticed that she was rather yellow, and that her clothing was 
also stained yellow. She had lost much flesh. When admitted 
the patient was free from pain, but was tender on examination 
both over the gall bladder and in the epigastrium, especially in 
the latter situation, but no tumour could be made out ; there 
was slight jaundice. On September 1 3th patient had an attack 
of pain in the upper part of the abdomen, accompanied by 
smart shivering. Operation September i6th. The abdomen 
was opened through the right semi-lunar line, and a good deal 
of adhesion found of the colon and pyloric end of the stomach 
to the liver; the gallbladder could not be seen. Some of the 
adhesions of the colon to the liver were so dense that they 
could not be separated, but on working more towards the 
middle line it was found possible to break up the adhesions 
between colon and stomach, and eventually a stpne was felt in 
one of the ducts, and, quite towards the posterior part of the 
liver, a gall-bladder about the size of a small walnut was found. 
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Its walls were much thickened, and when the cavity was opened 
only a little thick mucus escaped. With the aid of a scoop a 
small gall-stone was dug out of the cystic duct, and this was the 
only one found, but as it bore some slight facets it had 
undoubtedly originally been associated with others. The gall- 
bladder could not be brought up to the incision, and its walls 
were too friable to be closed with sutures, so a glass drainage 
tube was passed down to it, gauze was packed around this, 
and the. remainder of the abdominal wound closed. For the 
first few days there was a profuse discharge of bile, but this 
gradually ceased and the patient made an uninterrupted 
recovery, leaving the hospital cured on October 17th. 

A curious incident' occurred during convalescence. On 
October ist, when she was just at the end of a menstmal 
period, she passed from the vagina a polypoid growth the size 
of a small pear. It appeared to have come from the anterior 
lip of the cervix, and its pedicle had evidently undergone slow 
erosion. 

The diagnosis of gall-stones in some part of the biliary tract 
is generally an easy matter, though cases occasionally arise in 
which exploration only can settle the question definitely. In a 
number of cases it is possible to locate the stones in a particular 
part, for instance, in the common duct, but the presence of gall- 
stone impacted in the cystic duct, though suspected strongly, 
cannot be diagnosed with the precision that may obtain with 
the same condition in the common duct. Given attacks of colic 
arising in the region of the gall-bladder and passing through to 
the back, absence of jaundice or its presence in only a slight 
degree, and a distended gall-bladder, there is strong presumption 
that the cystic duct is blocked by a stone. This presumption 
would be strengthened if there were in addition sharp pain on 
percussion over the edge of the right erector spinas just below 
the last rib. 

Percussion pain in the loin has for a long time been valued 
as an indication of renal stone, and in the second of my cases it 
appeared to confirm the history given by the patient, which 
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pointed so strongly to renal stone. The sequel showed, how- 
ever, that the patient had been educated, quitie unconsciously 
no doubt, in his symptoms, for his seizure in hospital was a 
characteristic biliary colic, and his case simply emphasises the 
necessity of not putting leading questions when investigating 
patients' conditions. 

Turning again to the four cases we find that in three of them 
the gall-bladder was distended, twice with turbid mucus and 
once with pus, whilst in the fourth the gall-bladder was shrunken 
to very small dimensions. In the first three there was probably 
complete obstruction of the cystic duct, in the fourth incom- 
plete, or, it may be, intermittent obstruction. In all there was 
a certain amount of adhesion from previous peritonitis, but in 
cases 3 and 4 this reached to an extreme degree, involving 
stomach, colon, small intestine, and liver. In the third case 
there was infection, but unfortunately the exact nature was not 
defined by cultivation. It was not due to the bacillus coli 
commune, for the characteristic smell found in abscesses from 
this organism was absent, and there was no free gas in the 
cavity. 

In no case of gall stones have I seen a more serious lesion 
produced than in the patient I am now referring to. At the 
time of both operations she was extremely ill, so much so at the 
first that I could only venture to do what was urgently necessary 
to relieve her at the time, anticipating that if she recovered some 
future operation would be necessary to relieve her permanently. 
This I may mention in passing is the lesson to be learnt when 
treating many acute inflammatory lesions in the abdominal 
cavity. 

. In dealing with stone in the cystic duct I prefer to make the 
usual vertical incision rather than a horizontal one, which has 
its advocates. It gives sufficient access and divides less 
muscular tissue, leaving a firmer scar. In each of my cases 
there was some variation in the method of removal of the stone 
and subsequent treatment. In the first case the stone was so 
firmly fixed in the ducts that manipulations outside the tube 
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and from inside the gall-bladder made no impression on it. 
I therefore incised the duct and dug the stone out with a 
scoop, preferring this course to either crushing the stone in situ 
or needling it and leaving the fragments to be subsequently 
extracted. The duct was then closed with sutures, and, relying 
upon them to prevent any escape of bile or mucus, I neglected 
the precaution to pass a drainage tube down to the incision in 
the duct. My temerity brought about a sharp attack of peri- 
tonitis, due I have no doubt to leaking from the incised and 
sutured duct; happily the patient eventually made a good 
recovery. The lesson was not however lost upon me, for in 
Case 2, in which I had exactly similar conditions to deal with, 
after suturing the incised duct, I passed a drain down to it from 
the abdominal wound, and the patient made an unchecked 
recovery. In Case 3 I was extremely disappointed at the second 
operation not to find and remove gall-stone, the more so as I 
had laid stress upon the presence of a stone or stones to the 
patient as being the cause of her illness, and a removable one. 
I still had faith in the diagnosis, however, and was rewarded by 
the eventual extraction of the offender, and, looking to the diffi- 
culty there would have been in removing the stone through the 
duct walls by incision, I feel that its extraction in fragments 
through the still open gall-bladder on the twelfth day was a 
fortunate accident. 

In the fourth case the immediate extraction of the stone from 
the duct through the still open gall-bladder was easy, and this of 
course is the method always to be adopted if possible. This case 
again illustrates how little we have to fear from the escape of bile 
if provision is made by efficient drainage for its ready escape 
from the abdominal cavity. Here the tiny gall-bladder had to 
be left, freely open deep down in the abdomen, and the only 
precaution taken was to pass a glass drainage tube down to it 
packed around with strips of gauze. Though there was a flood 
of bile from the tube the first few days after the operation, there 
was no sign of peritonitis or anything else unsatisfactory. 
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THE DIAGNOSIS OF SUPPURATION IN THE 
ACCESSORY CAVITIES OF THE NOSE.* 

BY WILLIAM LAMB, M.D. EDIN., M.R.C.P. LOND. 

The occurrence of suppuration in certain of the accessory 
sinuses of the nose has long been known. The condition was 
earliest recognised in the maxillary antrum and the frontal sinus, 
and this no doubt for two reasons:— (i) They are the cavities 
most frequently affected. (2) Their superficial position causes 
them, when distended, to bulge externally, and present signs 
which it is impossible to overlook. 

The condition which was most frequently described was 
practically that of abscess — a closed and distended cavity with 
signs of tension, and pressure on neighbouring parts : — what 
would now be termed a " closed empyema." 

The more frequent condition of "open empyema," />., a 
suppurating cavity discharging pus more or less continuously, or 
with periodic exacerbations, was not generally recognised till 
later, and even then I fancy it was comparatively seldom 
diagnosed in practice. As a student and house surgeon 
attending the surgical practice of a large general hospital I do 
not remember to have seen a single case treated. *' Purulent 
rhinitis " was the diagnosis which covered most cases of nasal 
suppuration, and Ziem was the first to lay down as a cardinal 
principle in nasal surgery that such a diagnosis ought never to 
be made, unless (i) A local cause could be found (caries, 
foreign body) ; (2) The accessory cavities could be excluded. 
This was in 1886, and it is only since then that the subject has 
engaged any considerable share of the attention of the profession. 

It is no part of my intention to go into the history of the 
subject, but amongst pioneers in this country may be mentioned, 

* Read before the Midland Medical Society, 2nd Nov., 1898. 
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Heath, Watson, Lennox Browne, Greville Mac Donald, and 
Dundas Grant; and abroad, Ziem, Griinwald, Hartmann, the 
anatomist Zuckerkandl, and, most recently, Hajek, who, in 
addition to other services, has helped much to systematise our 
knowledge. 

The name " empyetna" which is coming into general use for 
these collections of pus, is short and convenient. They are 
sometimes divided into {a) open, and {b) closed empyemata ; but 
this is not a good basis of classification, as the condition often 
varies at different times in the same case — a state of more or 
less complete intermittence being not uncommon. 

To come at once to the practical part of my paper. What 
symptoms does a nasal empyema generally give rise to ? What 
symptoms in a patient ought to excite suspicion, or at least 
make one think of it as a possibility ? 

In the first place it may be said that when the diseased 
cavity is completely closed the symptoms are severe, and there 
is of course no discharge ; when it is incompletely closed the 
discharge is more or less intermittent, and the subjective 
symptoms vary accordingly. 

Of all subjective symptoms headache is the most constant, but 
the situation and character of the pain varies much. Sometimes 
it is accurately referred to the seat of disease, e.g.^ the central 
supra-orbital headache of frontal empyema, but more frequently 
the site of the headache affords no very definite clue to the seat 
of disease. Supra-orbital headache is very common in antrum 
cases, but temporal headache is also common enough. 

Headache on the vertex, and occipital headache, are often 
associated with sphenoidal empyema. Pain and tenderness on 
pressure about the root of the nose are frequently present in 
ethmoidal disease. A deep-seated stupefying headache is sug- 
gestive of sphenoidal or ethmoidal disease, and so also are 
symptoms like vertigo, torpor, and incapacity for mental work. 

Sometimes periodic attacks of headache closely resembling 
migraine are the chief symptom. I have known them to persist 
for years without the cause being suspected. 
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Griinwald attempts to explain the periodicity of these head- 
aches by the periodic overflow of discharge from the diseased 
cavity, and this explanation may serve for some cases, but 
hardly suffices for others in which the periodicity is almost as 
accurate and punctual as in malaria. 

It must not be supposed, however, that leading symptoms 
such as headache are always present. For instance, some 
months ago a woman of 45 consulted me for various dis- 
comforts about her throat. Her throat was normal, but on 
making a routine examination of the nose I found well-marked 
disease of the sphenoidal sinus, apparently of old standing. 
Whether the paraesthesiae in that case were the result of the 
sphenoidal disease I do not know (they might have been due to 
the menopause), but at all events they were the only subjective 
symptoms present. 

According to Griinwald intolerance of alcohol and tobacco is 
common in the subjects of nasal empyema, and this disability he 
says is removed by successful treatment. No doubt attaches to 
Griinwald's cases, but other observers have not confirmed this 
as a general rule. 

Neuralgia, especially of the supra-orbital nerve, is common in 
antrum cases, and neuritis of nerves in the neighbourhood of 
the affected cavity occurs, especially when the cavity is closed. 

In the walls of the maxillary antrum run the anterior and 
posterior dental nerves, and the infra-orbital nerve^ and these 
may all be affected when the cavity is diseased. When the 
antrum is distended with pus the pain and hypersesthesia of the 
whole side of the face may be intense. 

Optic neuritis occurs sometimes in sphenoidal empyema, and 
shrinking of the visual field has been noted by Berger and 
Tyrmann. Ptosis and strabismus may also arise from impli- 
cation of the nerves in the sphenoidal fissure. 

General symptoms of disturbed health, such as anaemia and 
dyspepsia, are common in chronic cases, and are I think simply 
the result of chronic suppuration, intensified by the swallowing 
of more or less septic pus. 
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So much for subjective symptoms. Let us now look for a 
moment at certain extra nasal signs which may arise in the case 
of ^* closed empyemata" — abscesses in fact. In the case of the 
antrum the cheek may be swollen and tender, and parchment 
crackling may be felt on palpation, from thinning of the facial 
wall An ethmoidal abscess displaces the eyeball outwards, and 
may point at the inner side of the orbit in the region of the 
lachrymal bone. A distended frontal sinus may displace the 
eyeball downwards and outwards causing ptosis, diplopia, and 
oedema of the upper lid. A sphenoidal abscess may cause 
exophthalmos, in addition to ptosis and strabismus, from impli- 
cation of the nerves in the sphenoidal fissure. 

Brain symptoms — meningitis and abscess — arise occasionally 
by extension in the case of all of them. Tumour formation, to 
which all the accessory cavities are liable, may very closely 
simulate abscess. A differential diagnosis may be impossible 
without operation. But the great majority of cases of nasal 
empyema present no signs so obvious as swelling of parts, or 
displacement of organs, and they are only to be diagnosed by 
careful examination through the anterior and the posterior nares. 

The sign most suggestive of Nasal Empyema is a discharge of 
pus from the nose. Generally it is from one nostril, and it 
often varies with the position of the head. The discharge may 
be slight and intermittent, little remarked by the patient, or it 
may take place chiefly by the posterior nares and so escape 
notice ; but as a rule the patient notices a discharge of pus from 
one nostril, and often complains of a bad smell in the nose. 
Thus then a unilateral discharge of pus suggests empyema, and 
the next step in diagnosis is to eliminate the other conditions 
which may give rise to this sign. These are : — 

I. Foreign body. This appHes chiefly to children, as sane 
adults do not introduce foreign bodies into the nose. Just as a 
discharge of pus from one nostril in an adult suggests empyema, 
so the same sign in a child suggests foreign body. If the 
suspicion occur to one the diagnosis is easily made, and this 
remark I think is one that has a general application. It is the 
things we do not suspect that we make mistakes about. 
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Figure i. 




The Anterior Rhinoscopic Image. 
(Semi-diagrammatic, after McBride.) 



Digitized by 



Google 



Suppuration in the Accessory Cavities of the Nose. 33 1 

2. Syphilis causing bone disease and suppuration. Bare bone 
can be felt with the probe, generally on the septum or floor of 
the nose. 

3. Tubercle Masses of exuberant granulations most frequently 
on the cartilaginous septum. 

4. Malignant disease, especially epithelioma of the antrum, 
may cause a very free flow of pus. 

5. Injury. Abscess on one or both sides of the septum may 
follow a blow on the nose ; but the diagnosis is evident. 

6. Post nasal adenoid growths often cause some discharge of 
pus from the nose. 

Having eliminated these causes by inspection and the use of 
the probe (and this is generally very soon done), our suspicion 
of the existence of empyema of one of the accessory cavities is 
very greatly strengthened and we proceed to the systematic 
examination of the nose in order to trace the pus to its 
source.* 

In order to trace the pus to its source let us glance for a 
moment at some features of the anterior rhinoscopic image as 
seen by reflected light through an ordinary nasal speculum. 

On looking into the nostril the anterior part of the lower 
turbinated body comes into view, and the corresponding part 
of the septum The lower turbinated body is seen to overhang 
the lower meatus, and is found to be very variable in size and 
shape. 

The septum is seen to be frequently irregular, very often 
showing a well-marked thickening or ridge at the junction of 
the vomer with the cartilage. On tiltin^; the patient's head 
backwards the middle turbinated body comes into view. It is 
generally smooth, shiny, and paler in colour than the inferior, 
and overhangs the middle meatus. By tilting the head still 

♦ The pus is often described as of a canary-yellow colour. It is often of 
this colour, and is not as a rule very offensive, though patients often 
complain of the odour. But it may be of almost any colour, and blood- 
stained or mixed with mucus. The canary-yellow colour is due to the 
presence of the staphylococcus aureus, of which the discharge is, in many 
cases, an almost pure culture. 
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further back the anterior attachment of the middle spongy bone 
can be seen, and the angle it makes with the outer wall. 

Between the middle turbinated body and the septum is a 
narrow chink — the olfactory fissure — so called because it is the 
entrance to the olfactory, as distinguished from the respiratory 
region ot the nose. 

Let us now look at that part of the middle meatus which lies 
hidden from view under cover of the middle turbinated body. 
This is the most important region of the nose from a surgical 
point of view, and as it is out of sight in the living body an 
intimate acquaintance with its topography is all the more 
important. 

I show you here a preparation of the outer wall of the nose 
with the soft parts in position. I have partly detached the 
middle turbinal, and have turned it up like a lid so as to show 
what is beneath. 

We see a well marked cleft or fissure curving downwards and 
backwards, the concavity of the curve being directed upwards 
and backwards. This cleft was named by Zuckerkandl the 
Hiatus Semilunaris. Its lower and anterior edge you will notice 
is raised and sharp, with the mucous membrane pretty tightly 
stretched over it. On referring to the skeleton this raised edge 
is seen to be formed by the unciform process of the ethmoid. 

Above and behind,, the hiatus is bounded by a more or less 
prominent bulging. This is one of the lowest of the ethmoidal 
cells, and as it is generally large and well developed it received 
from Zuckerkandl the special name of Bulla Ethmoidalis. 

The Hiatus Semilunaris is continuous with the infundibulum, 
of which in fact it is the natural exit. The infundibulum leads 
upwards and forwards into the frontal sinus, and downwards 
and backwards into the antrum of Highmore. 

The importance of the hiatus semilunaris lies in the fact that 
it is the natural outlet of the infundibulum \ and as various of 
the accessory cavities open more or less directly into the 
infundibulum, discharge from these cavities flows through the 
hiatus and makes its appearance in the nose at the lower 
border of the middle turbinated body. 
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The outer wall of the Nasal Cavity. 
The septum and middle turbinal have been partly detached and turned 
up to show the Hiatus Semilunaris, and the Bulla. The inferior turbinal 
is in position. (From an original preparation). 
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Figure 3 represents a transverse venical section through ihe Nasal 
Cavities at the level of the 2nd bicuspid tooth, dividing the ostium 
maxillare. It shows the general arrangement of parts in a typical case 
(After Fraenkel). 

The section extends from the Crista Galli above to the hard palate 
below. In the middle line is the septum, presenting a slight deviation. 
On each side of the septum at the upper part is the olfactory fissure, which 
is bounded externally by the frontal sinus, above, and the middle turbinal 
below. The frontal sinus is large, and extends as far down as the attach- 
ment of the middle turbinal. Externally to the frontal sinus, lying 
between it and the orbit, are the ethmoidal cells, which are seen to form 
the roof of the middle meatus. The maxillary antrum is well developed, 
and extends as usual below the level of the floor of the nose. 
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We have already seen that the frontal sinus opens into the 
infundibulum, which is continuous with the hiatus. The 
maxillary antrum opens, normally, into the bottom of the 
infundibulum near its posterior end ; and the anterior ethmoidal 
cells open generally just above the anterior part of the hiatus, so 
that they also necessarily drain through it. Thus, discharge from 
the antrum, the frontal sinus, and the anterior ethmoidal cells, 
drains through the hiatus, and becomes visible in the nose at 
the lower border of the middle turbinated body. This is the 
first and most frequent situation in which pus from empyemata 
is to be looked for. 

The second situation in which pus should be looked for, is 
the narrow chink between the middle turbinated body and the 
septum : the so-called olfactory fissure. This is quite a narrow 
chink, often so narrow that a comparatively slight swelling of the 
mucous membrane occludes it, and the pus is then forced to find 
its way into the third situation, the naso-pharynx, where it may 
be seen with the post nasal mirror, coating the vault and posterior 
wall, often more or less crusted, or lying in the posterior nares, 
and covering the end of the middle turbinal. 

Now the cavities which furnish pus to the olfactory fissure and 
naso-pharynx are the posterior ethmoidal cells and the sphenoidal 
sinus, both of which you will remember open into the superior 
meatus. 

We may thus, for diagnostic purposes, divide the accessory 
cavities into two groups: — (i) The anterior group, embracing 
the antrum, the frontal sinus and the anterior ethmoidal cells, 
which open into the infundibulum and drain through the hiatus 
semilunaris into the middle meatus. Pus from this group 
appears at the lower border of the middle turbinated body. 
(2) The posterior group, embracing the sphenoidal sinus and 
posterior ethmoidal cells which open into the superior meatus. 
Pus from this group appears in the olfactory fissure and naso- 
pharynx. 

It is of course obvious that if a discharge of pus be at all 
copious it will find its way to the fioor of the nose, whence it will 
X 
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have free access to both anterior and posterior nares. In such 
a case, if there is any difficulty, the nose should be cleaned, and 
examined afterwards at short intervals till the pus can be traced 
to one or the other of the situations I have indicated. The 
patient may be directed to sit leaning forward, the elbow resting 
on the knee, and the head supported by the hand-r— the suspected 
side being uppermost. 

The shape of the inferior spongy bone influences the direction 
of the flow of pus; and so also does the exact point at which 
pus emerges from the hiatus. But these circumstances are 
easily allowed for, and cause no difficulty in diagnosis. 

Let us next consider how far it is possible to make a differential 
diagnosis of disease df the different cavities of each group. Ihe 
simplest way of doing this will be to suppose a case, and indicate 
the successive steps of a systematic examination. A patient has 
discharge of pus from one nostril, and by inspection and the use 
of the probe the various sources of fallacy alreafdy mentioned 
have been excluded. Pus flows from the hiatus, and shows 
itself in the middle meatus, at the lower border of the middle 
turbinated body. The probability is, of course, that it comes 
from the antrum, for the antrum is much more frequently 
diseased than any other cavity, and the antrum is therefore 
first examined. 

The middle meatus is cocainised, and while waiting for the 
cocain to take effect, transillumination is tried. If the suspected 
side appear dark, one's suspicion is strengthened, but the method 
has no very high diagnostic value, except as a confirmatory sign. 

The middle meatus being now insensitive an attempt is made 
to pass a probe into the antrum through the natural opening. 
The probe is bent upwards at a right angle about i cm. from the 
point, and the handle is bent downwards at an obtuse angle, in 
order to facilitate manipulation. The instrument is passed well 
back under the middle turbinal till it is behind the hiatus, and 
it is then drawn carefully forward till it catches on the lip of the 
hiatus ; by following which, in a certain proportion of cases, the 
point will be felt to become engaged in an opening. The per- 
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centage of cases in which this desirable result may be attained 
can hardly be stated in figures. Some operators say that they 
succeed in 40 per cent, of all cases. My own impression is that 
where the opening of the antrum is strictly speaking in the nor- 
mal position, /. ^., at the bottom of the groove of the infundibu- 
lura, the percentage of successes will be considerably less than 
40 per cent ; but on the other hand, in cases presenting the 
so-called accessory opening into the antrum, there is no great 
difficulty, and success ought to be the rule. 

The accessory opening occurs in about 10 per cent, of all 
cases, according to Zuckerkandl. It is situated lower down and 
farther back than the normal opening, and is simply a defect — 
probably an acquired defect — in the double thickness of miicous 
membrane which at this point forms the whole thickness of the 
antral wall. It is very likely I think that this part of the wall is 
sometimes perforated by the examining probe, which thus 
creates an accessory opening. If so no harm is done. It is at 
this point too — the membranous part of the antral wall — that a 
closed empyema sometimes " points " into the middle meatus. 

The finding of the natural opening is not of much conse- 
quence in the case of the antrum , it is much more important in 
the case of the frontal sinus, inasmuch as it may obviate the 
necessity for an external operation. 

A natural opening having been found, the cavity can be 
washed out and the diagnosis confirmed or the reverse. If no 
natural opening . be found an artificial one must be made, 
either — (a) through the middle meatus, by Hunter's method — 
an easy method for diagnosis, but not to be recommended for 
treatment ; (b) through the lower meatus, as Miculicz recom- 
mends — a good method for diagnosis, but painful and incon- 
venient for treatment ; or {c) through the socket of a tooth, 
preferably the palate socket of a molar. 

For purposes of diagnosis only, puncture from the interior of 
the nose is to be preferred, unless, indeed, the patient should 
happen to have a diseased molar, which ought in any case to be 
removed. 
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In puncturing from the. lower meatus a strong curved needle 
attached to a syringe is sufficient. The point must be intro- 
duced well back under the lower turbinal, and the puncture 
made in an outward and upward direction, where the bone is 
very thin, about ij4 inches from anterior nasal spine; 

Before puncturing through the socket of a tooth it is important 
to note carefully the curvature of the nasal and facial walls of 
the cavity, as if this precaution be neglected it is quite possible 
that the drill may emerge either in the canine fossa or in the 
nasal cavity. The antrum is often narrow in front, and in such 
cases its lower wall or floor is nothing more than an angle or 
corner between the nasal and facial walls. The preparations 
numbered i and 2 show this to some extent. 

The risk of the drill puncturing the nasal cavity instead of 
the antrum is by no means a fanciful one. A case lately came 
to my knowledge in which this had happened, and daily 
syringing had been practised without the mistake being dis- 
covered. The liquid returned through the nose, and the 
antrum continued in statu quo. 

Examination of the nose during the syringing would of course 
have disclosed the fact that the liquid was returning along the 
lowtr meatus instead of through the ostium maxillare. 

Simple puncture and aspiration is not always sufficient to 
demonstrate the presence of i!>us in the antrum, as the pus may 
be too thick to be sucked into the syringe. It is therefore 
necessary when a negative result follows the .puncture to inject 
normal saline solution and wash out the cavity, when if inspis- 
sated pus be present it will become evident. 

Partitioned antrum may be mentioned as a condition which 
has led to error in diagnosis — the suppurating chamber being 
opened by the exploratory puncture, and the healthy chamber 
by the permanent opening. Hajek and Schmidt have recorded 
cases 

As regards diagnosis, the antrum is now disposed of. If 
diseased it is washed out till the solution returns clear; if 
healthy it is excluded from the diagnosis. 
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If now just after the antrum has been thoroughly cleaned, we 
find pus still exuding from the hiatus, we know that it must proceed 
either from the frontal sinus, or the anterior ethmoidal cells. 
Pus from these cavities generally appears just in the angle 
between the anterior attachment of the middle spongy bone and 
the outer wall. 

The frontal sinus is first examined. 

The probe is bent upwards at the point from ^ to ^ of a 
circle. It is passed into the angle between the middle spongy 
bone and the outer wall, at first upwards for about i cm., and 
then upwards and forwards, inclining the point slightly towards 
the septum in order to avoid the ethmoidal openings. 

In some cases the probe may in this way be introduced into 
the frontal sinus. The patient can sometimes feel that it is in 
the sinus, and pus often wells out alongside the probe and 
runs down it. 

The curve of the probe may have to be altered two or three 
times, as the curve that will suit one case will not suit another. 
The distance from the entrance of the nostril to the frontal 
sinus is about 7-8 cm. in an adult. 

In the majority of cases it will probably be found better not 
to spend very much time in attempting to pass the probe through 
the natural channel, but to proceed, and remove the anterior part 
of the middle turbinal (the so-called operculum or lid), thus 
.rendering the frontal sinus tolerably easy of access. It is often 
found, in cases of empyema, that the thin walls of the infundi- 
bulum have become so dilated that the suppurating cavity 
extends as far down as the insertion of the middle spongy bone, 
besides which the bony walls may be broken down or eroded, 
and thus the probe enters at once a large cavity which is 
continuous with the frontal sinus, and which is easily enough 
washed out and drained. 

Other difficulties of access to the frontal sinus arise chiefly in 
connection with irregular developments of the anterior ethmoidal 
cells encroaching upon the infundibulum. Preparation No. 3 
shows this condition of parts very well. Such encroaching cells 
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have by some surgeons been broken down with a strong probe, 
but that is a proceeding which I think few would care to under- 
take so very near to the cribriform plate and the cranial cavity. 

Seeing that the natural exit from the frontal sinus is at the 
lowest point of the cavity, it might be supposed that retention 
of pus in it would be extremely rare. It is true that it is much 
less frequently diseased than the antrum, but it probably comes 
next to it. A good many cases may escape notice, as it is not 
uncommon for the pus to burst spontaneously into the nose. 

The conditions which cause retention of pus in the frontal 
sinus are easily produced in all cases in which the natural 
opening is small, or in which the infundibulum is encroached 
upon by the anterior ethmoidal cells (as in preparation No. 3), 
In such cases any considerable swelling of the mucous mem- 
brane, or the presence of polypi in the hiatus, or the pressure of 
a septal growth, may reduce the natural opening of the sinus to 
such small dimensions that the contents of the cavity are, as 
it were, hung up by atmospheric pressure, in the same way that 
beer is retained in a barrel when the vent peg is tight.* The 
introduction of a probe allows air to pass up, and the pus wells 
out by the side of the probe. 

The antrum and frontal sinus having been dealt with and 
cleaned, it is obvious that the continued appearance of pus in 
the hiatus indicates disease of the anterior ethmoidal cells. 

Griinwald proposes to shorten the somewhat tedious process 
of diagnosis by the use of tampons. Thus he plugs the central 
and posterior part of the hiatus in order to shut off the antrum ; 
and he packs gauze up under the anterior attachment of the 
middle spongy bone in order to exclude the frontal sinus, and 
also sometimes in cases of doubt, to provoke an increased dis- 
charge by damming it back for a time. 

Temporary retention of discharge in a cavity may sometimes 
be overcome by the use of cocain, which acts by reducing the 
swelling of the mucous membrane round the opening of the 
affected cavity. 

* Greville Mac Donald, 
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To return to the anterior ethmoidal cells. — Pus may be traced 
to them certainly enough by way of exclusion, but direct 
evidence of ethmoidal disease is also often obtainable. Bare 
bone may not unfrequently be felt under the middle turbinal 
in the roof of the middle meatus, and the middle, turbinal 
itself is often swollen and very tender. 

Again, one or other of the ethmoidal cells may be so enlarged 
and distended with pus, as to become visible as a swelling in 
the middle meatus, pushing over the middle turbinal, which 
may in consequence undergo pressure-atrophy. It may be the 
bulla ethmoidalis which is thus affected, or another ethmoidal 
cell, and it is in such cases that the appearance is produced 
which Woakes described as " cleavage of the middle iurbinair 
The term describes the appearance but not the fact. There is 
no cleavage of the middle terminal, but there is a swollen 
ethmoidal cell pressing against the middle turbinal, so that the 
two form one swelling, and the " cleavage *' is between the 
middle turbinal and the enlarged ethmoidal cell. It is possible 
that the hypertrophied unciform process may sometimes form 
the outer half of the swelling, but I think it is more frequently 
a distended ethmoidal cell. 

Sometimes an ethmoidal cell is developed in the anterior end 
of the middle spongy bone, and an ethmoidal abscess, pointing 
in the orbit, has been drained into the nose by opening such a 
cell. 

I have seen an appearance resembling cleavage in a nose 
which was not affected with any suppurative disease, and in that 
case it was bilateral, and was produced, apparently, simply by 
the abnormal development of the bulla ethmoidalis. 

Before leaving this anterior group of cavities which open into 
the hiatus semilunaris, I must mention certain signs which are 
frequently seen in suppurative disease of any or all of them. I 
refer to the presence of polypi, granulations, and hypertrophies 
of the mucous membrane. Polypi are present in about one- 
third of all cases. They grow frequently from the hiatus and 
from the lower border and concave surface of the middle 
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turbinal. They are redder in colour and firmer in consistence 
than ordinary mucous polypi, and they are generally found only 
in one nostril, while mucous polypi most frequently affect both 
nostrils. 

Granulation tissue frequently fills the concavity of the middle 
turbinal in these cases, and hypertrophies are seen on its lower 
border and inner surface. The cold snare and the sharp spoon 
are often required to clear away these obstructions before the 
diagnosis can be established with certainty, and in any case as 
a first step in treatment. 

Combined Cases. — It is not at all uncommon for suppuration 
to affect more than one cavity, and considering the conformation 
of the parts this is not to be wondered at, for it is obvious that 
pus flowing down from the frontal sinus or anterior ethmoidal 
cells would be extremely likely to find its way into the antrum, 
which would thus act as a reservoir. In addition to this mode 
of infection it is probable that in many acute cases several 
cavities are simultaneously infected by extension from the nasal 
mucous membrane, as for example in influenza. I have said 
nothing about sounding the anterior ethmoidal cells through the 
natural openings because although the natural openings can 
sometimes be found, yet practically they are unimportant in 
diagnosis. Their positions are extremely variable — ^as variable 
as anything in the body according to Zuckerkandl — and their 
only practical importance lies in the fact that the probe may 
very easily find its way into one of them instead of into the 
frontal .sinus. This is well shown in preparation No. i. 

We come next to the posterior group of accessory cavities 
comprising the sphenoidal sinus and the posterior ethmoidal 
cells. They open into the superior meatus of the nose, and pus 
from them makes its appearance in the olfactory fissure and 
naso-pharynx. As might be expected from their very close 
anatomical association these cavities are frequently simul- 
taneously involved in suppurative disease. 

The sphenoidal sinus is first examined. Now the anterior 
surface of the sphenoid is not ordinarily visible through the 
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Figure 4 represents a transverse vertical section through the posterior 
part of ihe nasal cavity, just in front of the posterior nares. The view is 
straight back into the naso-pharynx. (After Zuckerkandl). 

On each side of the septum, below, are the posterior nares, above is 
the body of the sphenoid. The posterior nares are bounded superiorly on 
each side by two folds of mucous membrane, which form the anterior 
choanal arch. Below and laterally is seen the rounded bulging of the 
tubal swelling, in the concavity of which lies the opening of the Eustachian 
tube. 

On the posterior wall of the naso-pharynx, and just showing below the 
anterior choanal arch, are the vertical ridges and furrows of the lower part 
of the pharyngeal tonsil. 

Above the posterior nares is the body of the sphenoid, presenting at 
its upper part the (in this case) slit-like openings of the sphenoidal 
sinuses. 
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nasal speculum. The most that can be seen when the middle 
turbinated body is entire is, in some cases, part of the anterior 
arch of the Choanae crossing from the lower border of the 
middle turbinated to the septum. 

Fig. 4 shows the relation of parts in a senii-diagraromatic way. 

In a roomy nasal cavity where the olfactory fissure is wide, 
a probe may be passed across the middle turbinal to the 
sphenoid, and the diagnosis confirmed by the detection of bare 
bone ; but in the majority of cases it will be necessary to bring 
into view some part of the anterior surface of the sphenoid, and 
this can only be accomplished by removing part of the middle 
turbinal; generally the posterior part, but in any case the part that 
is most in the way. Scissors or the conchotome may be used for 
this purpose, but as haemorrhage is apt to be free the snare is prefer- 
able. When haemorrhage has ceased a probe slightly bent up at 
the end is passed back to the surface of the sphenoid, and the 
opening of the sinus is felt for. There is sometimes a little 
hollow at the spot, or a drop of pus exuding may iridicate the 
position, but the opening is generally more of a short channel 
than a simple orifice, and the simplest plan is just to push the 
probe cautiously through. Often bare bone will be felt, and a 
comparatively slight pressure is sufficient. When the probe is 
, withdrawn a hook should be introduced into the opening, and 
part of the anterior wall broken away in a downward direction. 
It is a good plan as soon as the opening is made to let the 
patient close his other nostril and blow the nose vigorously. 
In this way lumpy masses of muco-pus may be brought away. 

There are two points of importance with regard to this opera- 
tion of opening the sphenoidal sinus. In using an instrument 
for such a purpose one must be certain, ist of the direction in 
which it ought to be introduced ; 2nd of the depth from the 
anterior nares at which the body of the sphenoid lies. The 
correct direction is indicated by a line drawn from the anterior 
nasal spine upwards and backwards, crossing the middle turbi- 
nated body about its middle. 

The average depth of the anterior surface of the sphenoid 
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from the anterior nares has been found by numerous observa- 
tions to be from 7>^ to Sera. — rather more in men than in 
women. When the probe has entered the sinus it may pass as 
deeply as 9 cm. 

As the partition which divides the sphenoidal sinus into two 
chambers is often placed very much to one side, it is quite 
possible that the right sinus may be entered from the left 
nostril, or vice versa. But that is of no consequence as long as 
the suppurating cavity is entered. 

In the skulls which have been passed round the right sinus 
will be seen in each case to be the larger of the two. Prepara- 
tion No. 4 shows a very large sinus, and preparation No. 3 (the 
other half of the same skull) shows the extreme thinness of the 
bony wall which separates the sphenoidal sinus from the cranial 
cavity. At one point the bone is particularly thin and has given 
way, and it is interesting to notice that against this very thin 
part in the recent state would lie the cavernous sinus. 

In only one condition of the nose can the diagnosis of pus in 
the sphenoidal sinus be made at once. The case to which I 
referred in speaking of subjective symptoms was of this sort. 
The patient, a woman of 45, consulted me five months ago on 
account of various discomforts in her throat. Hei: fauces and 
larynx were normal, and I was thinking of referring her symp- 
toms to the menopause when the post nasal mirror showed me 
pus lying in the posterior nares, and covering the vault of the 
pharynx. Examination of the anterior nares revealed pus, 
partly inspissated, blocking the view. After cleaning the nose I 
found that both the inferior and middle turbinated bodies were 
veiy greatly atrophied, so much so that I had an almost uninter- 
rupted view of the anterior surface of the sphenoid, to which 
some pus was still adhering. On wiping this off I saw the deep 
red surface of mucous membrane covering the sphenoid with one 
little yellow spot of pus above its centre. Examination with the 
probe showed that this was the entrance of the sinus. The 
case was apparently of very old standing, and the pus had little 
colour. 
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Such a high degree of atrophy is not, so far as I know, 
common in sphenoidal disease ; but pronounced atrophy in one 
nostril is always suggestive either of very chronic empyema, or 
old-standing bone disease ; or of both conditions combined. 

In ordinary cases the diagnosis is by no means so easy as it 
was in this case, yet it can generally be made quite definitely. 

The diagnosis of posterior ethmoidal disease is generally made 
by exclusion. Pus which appears in the olfactory fissure and 
naso-pharynx after the sphenoidal sinus is dean, must of 
necessity come from the posterior ethmoidal cells. Sometimes 
bare bone may be felt with the probe. 

This concludes, gentlemen, the brief outline sketch I have 
endeavoured to give of the diagnosis of these affections. The 
cavities are examined in a certain definite order — the order, 
namely, of the frequency with which they are diseased. 



ON THE THERAPEUTIC USES OF SEA-TRAVEL. 
(A PERSONAL EXPERIENCE). 

BY S. HERBERT PERRY, M. B. LOND., M.R.C.S., L.R.C.P., 
BIRMINGHAM. 

It has been wisely said that writing should be undertaken for 
only one of two reasons, either that the writer has something 
fresh to say, or that he has something old to tell in a new way. 
There is, however, yet another excuse, namely, a personal 
experience on an old subject. 

In this paper I wish to deal with the health-giving possibilities 
of only those voyages which I have myself undertaken, and 
as these, though only four in number, include every ocean 
except the Arctic and the Antarctic, they therefore give a fair 
experience of the prevailing conditions of sea-voyaging. 

From the therapeutic point of view I was early impressed by 
the loose use of sea-travel as a remedial agent, and by the 
number of cases that I met travelling under a variety of dis- 
advantageous circumstances. Not the least useful information 
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that I gained was a knowledge of the conditions prevailing on 
shipboard; and, as I have excellent reason to know, many 
unhappy patients might be saved from much discomfort and 
misery if their medical advisers had any accurate idea of the 
state of things on even a first-class liner in very bad or very hot 
weather. One patient, at least, I have seen die on board ship 
(of cardiac disease), owing to sea-sickness and sheer unavoidable 
discomfort. In another case, the first knowledge of the 
patient's condition was brought to us by a very grave attack of 
haemoptysis, yet it seemed that this patient had been on his 
back (after haemoptysis) for a month before sailing, and his 
doctor had not even thought fit to notify the surgeon of the 
ship as to the condition of his patient. I have again and again 
been struck by this remissness — to use a mild term^ — on the 
part of members of my profession. Tubercular and other 
patients appear to be frequently sent off on a long sea-voyage 
without the only available doctor being in any way advised of 
their condition. 

Some of us, moreover, do not appear to be aware o£ the 
dangers of sea-sickness, yet it is very obvious that this malady 
might easily precipitate a fatal result in some cases, as it did in 
the one above quoted. Possibly, also, sea-sickness might be 
dangerous lo a phthisical patient. It is commonly believed 
that phthisical patients do not suffer from this malady, but I 
saw on one occasion a combination of sea-sickness and phthisical 
haemoptysis which all but caused death. 

While dealing with the subject of sea-sickness I take occasion 
to mention that I have tried numerous remedies but know of only 
one good one, namely, opium in some form or other. When 
the vomiting is not excessive chlorodyne frequently acts well ; 
but in a bad case morphia hypoderraically . is the best and 
most sure remedy. A person suffering severely from sea- 
sickness is in a state of collapse, with frequent vomiting, pallid 
and clammy skin, and cold extremities. I found by experience 
that a hypodermic injection of morphine (or better, perhaps, of 
morphine and atropin), with hot-water bottles to the feet 
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and alcohol in some form by the mouth if possible, gave far 
better results than any of the other numerous remedies 
suggested. 

All will agree that no patient suffering from pulmonary tuber- 
culosis ought to share a small sleeping cabin with a healthy 
person, yet that not infrequently occurs and is commonly un- 
avoidable in the absence of information from the patient's 
medical attendant. 

Anyone, who has had occasion to be ill for even a few days in 
a small cabin, and without the necessary constant (and possibly 
trained) attention available at home, will agree that no patient 
should be sent on a voyage if there is reasonable probability of 
his being confined to his cabin. Again, I repeat that anyone 
who does not know the conditions of sea-lifer— even on a good 
vessel and in fair weather — cannot be too careful in recom- 
niending a sea-voyage to an invalid It should be unnecessary 
to say that in all cases the doctor of the ship should be informed 
by the last medical attendant of the state of his patient ; yet this 
is not done in many serious cases. I do not wish in any way to 
decry the value of sea-travel, in suitable cases no other treat 
ment is superior ; but, the traveller must not be an invalid in a 
sense of the amount of attention and comfort required. 

I am very well aware that some of these observations may 
seem too obvious to need stating, but I can only say that I speak 
from experience and that I have been repeatedly struck by the 
presence on board ship ot patients who ought to have been at 
home and in bed. 

The chief and obvious difficulty with regard to sea-travel is of 
course the expense, and it is a regrettable fact that so far no 
satisfactory means have been devised for cheapening this 
remedy. So far it is only for the well-to-do, or else can only be 
obtamed by great sacrifices ; yet it is quite possible that the 
present cost might be much reduced if this method of treatment 
was more generally used. It results from the cost that the 
time spent at sea is often far too short. It is rarely that a 
patient gets more than six months at sea, and this is ^commonly 
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an insufficient time for tubercular disease. The advocates of 
the Alpine high altitude treatment demand a period of two 
years if possible, or of two winters ,and one summer. 

THE SEA-VOYAfiES. 

The voyages I wish to speak of are three in number :— 

(i) To South Africa, by way of Madeira and Teneriffe ; 

(2) Round the world, by way of South Africa and Cape 
Horn. 

(3) To the East, through the Mediterranean Sea to India, 
China, and Japan. 

Of these three, the first two are the voyages commonly under- 
taken in search of health. The voyage by sailing ship to 
Australia is undoubtedly well suited to health seekers, especially 
to tubercular patients, but not all are suited to the monotony of 
three or four months on a sailing ship. Another very suitable 
voyage for certain cases is that to the West Indies, but my 
intention at present is to write only of those voyages which I 
have myself undertaken. 

I. — THE VOYAGE TO SOUTH AFRICA. 

This voyage is essentially suitable for patients who have 
nothing organically wrong, such as convalescents from various 
diseases or tired brain workers. The voyage is a fairly smooth 
one as a rule. The time occupied by the voyage is about 18 
days ; but an invalid should generally choose a slow steamer, as 
much for the extra quietude as for the increased time at sea. 
The voyage is broken at Madeira or Teneriffe, and possibly at 
St. Helena ; thus gaining in interest without adding too much 
excitement. A three weeks stay in the colony, with about three 
weeks* voyage each way, makes an agreeable two months' holi- 
day. In making the journey of this duration it is probably best 
to undertake it either in spring or autumn, in order to avoid the 
South African summer heat and cold rains of winter. Yet the 
mid-summer months of Cape Colony are not disagreeably hot if 
Cape Town itself be avoided. The traveller making a short 
stay does best to leave the ship at Cape Town and spend his 
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available time in travelling about the Colony, or if he be an 
invalid he may suitably spend his time at such a place as Wyn- 
berg, on the slopes of Table Mountain. The average maximum 
temperature of Wynberg for the two hottest months of the year 
being 80" and 75' respectively, it will be seen that the heat is 
not excessive here even in summer. (South Africa as a health 
resort. — Fuller.) 

Patients making a long stay should undoubtedly proceed to 
the uplands of the Colony, to Natal or the Orange Free State ; 
but I am speaking from the point of view of making only a three 
weeks' stay between the voyages. Of the places en route^ 
Madeira had at one time a great reputation for the cure of 
phthisical cases, but it is now largely replaced by the Canary 
Islands. The climate of Madeira is warm, moist, and relaxing, 
and the place has the additional disadvantage of being very 
hilly. Yet, I think the climate might be made use of as a pal- 
liative remedy in cases of incurable phthisis and of irritable 
chronic bronchitis, and also in some cardiac and arterial con- 
ditions. 

To conclude, the voyage to the Cape and back is too short 
to be of permanent use in the case of pulmonary tuberculosis, 
but is of great value in the treatment of convalescence or of 
neurasthenic and other functional states. 

2. — THE VOYAGE THROUGH THE MEDITERRANEAN TO THE 
EAST INDIES, CHINA, AND JAPAN. 

This voyage is generally held (and, on the whole, rightly) to 
be entirely unsuited to invalids, but very suitable for those who, 
having no organic disease, require prolonged change of air and 
scene. For ever-varying change of scene no voyage can com- 
pare with this one, and by comparison others are weary and 
monotonous. It is pre-eminently (even more so than the 
Cape voyage) for the over-tired man, for the neurasthenic, 
and possibly for very slight mental cases. . The changes ot 
temperature are far too sudden and severe for the cure of lung 
disease, and it is, I think, generally held that no form of 
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cardiac disease improves at sea, but of this I am not convinced. 
Owing to the course of that journey it is extremely difficult to 
find a period of time during which the climate would be at all 
equable. July, August, and September are the hottest months 
in the Red Sea, and it is not advisable for weakly people to 
pass through during these months. The south-west monsoon 
blows in the Indian Ocean fi-om April to September, and 
during this time there is a heavy sea and an air saturated with 
warm moisture. The monsoon should not, if possible, be 
intruded upon by the health or pleasure seeker. The north- 
east monsoon is chiefly felt in the China seas, but it is not 
markedly unpleasant. The seasons of Northern China and of 
Japan are very similar to those of England, but more definite 
and more severe, hotter and colder respectively. It is agreed 
that October is the best month for travel in Japan, as the 
climate is then cool yet bright and sunny; it is also worth 
mentioning that at this time of year the wonderful autumnal tints 
of the foliage are at their best, these constituting one of the 
greatest of the natural beauties of this country. The Malacca 
Straits and the Dutch East Indies are not suitable for health 
purposes, on account of the heat and the great prevalence of 
malaria. 

The many and frequent changes of climate experienced during 
this voyage constitute the great drawback for an invalid. One 
would best travel from England to Egypt in summer; but even 
in summer the Mediterranean Sea may be cold and stormy, and 
the English Channel and Atlantic are far more doubtful. More- 
over, to start in summer is to expose oneself to great heat in the 
Red Sea and Indian Ocean, and to meet the monsoon. There is 
frequently a great and rapid change of temperature at the north 
end of the Red Sea, chiefly owing to the fact that a northerly 
wind is very prevalent here ; this change is most marked on the 
return journey. For a six months voyage great variations in 
temperature might be avoided by leaving England in spring and 
returning in autumn, but at this time the traveller would be ex- 
posed to great heat and bad weather. The winter of China and 
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Japan is too severe for travelling with comfort. On the whole I 
think the best time would be from September to January or Feb- 
ruary. In addition to the troublesome climatic conditions there 
are other disadvantages for an invalid. The frequent visiting of 
new countries, with the attendant sight-seeing and hurry, is 
liable to be very harmful to a weakly person. These very cir- 
cumstances may make the journey an ideal one for certain neu- 
rotic cases or for the self-concentrated hypochondriac. The 
voyage to Australia by way of the Suez Canal is often used as a 
health voyage, but it does not, in my opinion, compare with the 
long sea route to Australia, though it is the quickest and most 
interesting. 

3. — THE VOYAGE ROUND THE WORLD; BY WAY OF 
NEW ZEALAND, THE CAPE OF GOOD HOPE, AND CAPE HORN. 

For the purposes of health this is the longest voyage that can 
be made by steamship. Three months, in all, are spent at sea ; 
a six weeks voyage each way. The whole journey may be con- 
veniently made to occupy about five months, including two 
months stay in New Zealand or Australia. New Zealand has 
many natural beauties for the traveller ; while, from the point of 
view of the invalid, the great variety of climate enables most 
patients to be suited. The difference of climate between the 
north and south of the New Zealand islands is as the difference 
between the climates of Italy and Scotland respectively. It is 
interesting to note' that the southern (cold climate) people are 
strong and hardy, mostly Scotch by descent ; while the northern 
are already becoming a distinctly weaker looking race. 

This voyage is, in my opinion, quite the best of the health 
voyages that can be made by steamship. The voyage to 
Australia by sailing ship stands first if length of time spent at 
sea be most important, but the monotony of three months' life 
(each way) on a sailing ship is not to be lightly undertaken. On 
this steam voyage to Australia and back there are only stoppages 
at Teneriffe. Gape Town, and Hobart Town (Tasmania) : and 
on the return journey at Rio Janeiro, and Teneriffe again, so 
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that the possible harm of frequent excitement and sight-seeing 
is avoided. 

The changes of ch'mate during this voyage are not trouble- 
some if it is undertaken at a suitable time of year. The heat 
on the West Coast of Africa, when crossing the Equator, is not 
marked for more than three or four days, and is about the same 
on the coast of South America when returning. Cape Horn is 
to be avoided in the winter season on account of the severe 
cold. A very useful summary of the noon temperatures during 
four years' sailings of steamers on this voyage is one written 
from data, furnished by the Shaw, Savill, and Albion Steamship 
Co. (Leopold Hudson, Lancet^ October, 1893, " On Sea-voyages 
for the Surgical Convalescent.")* The following conclusion is 
drawn by Mr. Hudson, and with it I entirely agree : — 

" It has often been asserted that the voyage round the world — 
out by the Cape of Good Hope and home by Cape Horn — is 
far too cold for ordinary health -seekers .... but that 
this does not now hold good seems to be proved by the tables 
(;>., the temperature tables compiled by Mr. Hudson). . . . 
One cannot fail to observe the gradual and slight variation of 
the noon temperature on the whole voyage ; indeed, one is 
struck by the extraordinary uniformity of the temperature 
averages throughout the year, and there were very few days 
when the passengers were not able to enjoy themselves in the 
open air on deck. The extreme averages, in fact, do not vary 
by lo*'. The lowest is that furnished by steamers leaving New 
Zealand in July, amounting to 55°, the average for the cor- 
responding outward trip being 58°. The highest average 
temperature was attained by steamers leaving either side in 
December or January, being respectively 60° and 61° for the 
outward trip and 61" and 64° for the return journey. It will be 
seen from the tables that, contrary perhaps to expectation, if it is 
wished to secure the warmest round-world voyage, that is, the 
highest series of mean temperatures, the start must be made from 

* These temperature tables are also published by the Shaw, Savill, and 
Albion SS. Co., and would, I have no doubt, be supplied by them on 
request. 



Digitized by 



Google 



On the Therapeutic Uses of Sea- Travel, 351 

England about November, whilst in order to experience the 
coolest voyage and the lowest set of mean temperatures one 
should set out from this country in May." It is especially to 
be noted in this connection that mean temperature is a far 
better indication of climate at sea than on land. "Those 
sudden changes of temperature which are so frequent on shore, 
often amounting to 15 or 20 degrees in the twenty-four hours, 
and proving very trying to invalids, being almost unknown at 
sea, where the extreme daily limits of temperature are usually 
comprised within 3 or 4 degrees " (Hudson). These remarks, 
however, refer to this particular voyage. On the voyage through 
the Mediterranean to the East great variations of temperature 
may be encountered : I have myself noted a sudden change of 
25** at the north end of the Red Sea, and this in about two 
hours. When rounding Cape Horn in July (winter) the average 
temperature is at the lowest point, and it is not advisable for 
any but robust people to travel here at this time of year. I 
myself rounded Cape Horn in July, and the discomfort wias 
considerable, the decks being covered with ice and the cabins 
too hot or draughty ; very unsuitable for delicate people. 

This voyage is suitable for all the forms of ill-health which 
benefit by the sea ; it is by <ar the best steamship voyage for 
cases of curable pulmonary tuberculosis. . The summary of 
average noon temperatures (referred to) shows distinctly that 
the most even temperature is gained by leaving either end in 
January or December ; it also shows the average noon 
temperature at each of the places en route. 

CASES SUITABLE FOR SEA-TRAVEL. 

I now come to the consideration of the class of case which 
may be expected to derive benefit from a sea voyage I do not 
intend to pass any extensive judgment on this question, but 
wish more especially to draw attention to cases which I have 
seen to benefit. 

The patient, undoubtedly, most likely to gain definite and 
permanent good from the sea is one suffering from over-mental 
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strain or from varieties of so-called functional disease (such as 
functional albuminuria), both ever-increasing classes ; secondly, 
one having only slight organic disease. The essential point is, 
that the patient, however low his sand may have run, must still 
have good capacity for repair, miist have a good potential 
vitality. Sea-voyaging is but a poor treatment for the later days 
of phthisis ; this seems obvious, yet by the remembrance of it 
much misery might be saved. 

It is well, first of all, to consider the conditions of life to 
which a patient is subjected on board ship. 

The essential conditions of ship-life are : — 

(1) Rest; 

(2) Full-feeding ; 

(3) Constant fresh air ; 

(4) Change of scene and of method of life. 

To these may be added an absence of all worry if a suitable 
voyage be chosen. 

The class of case that will benefit by such an environment is 
fairly evident. We get, in fact, a modified Weir-Mitchell treat- 
ment (without isolation), combined with an " open-air " treat- 
ment. Those suffering from over-brain work, convalescents, 
neurasthenics, and early phthisical cases do admirably on these 
lines and usually put on flesh rapidly ; but, naturally, cardiac 
and arterial diseases, renal trouble, and plethora are apt to 
suffer. As might be expected, constipation is one of the most 
constant of troubles at sea, with a sluggish biliary flow and 
occasional slight jaundice. It is not easy to diminish the food 
taken owing to the stimulating action of the fresh air; and, 
indeed, in the proper cases, it is not advisable to lessen the 
intake provided that the output is kept to normal. Under such 
circumstances tiie heart, vessels, and kidneys are required to be 
heahhy and competent. An exception should probably be 
made in favour of slight renal mischief in young people, which 
may, I believe, benefit highly by a sea-voyage, provided always 
that the case is properly watched and treated. 

This is an age of games and exercises, and however valuable 
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they may be, and no one will quarrel with this spirit of the age, 
it must be admitted that there is also now a marked tendency 
to overdo exercise. Not infrequently the overworked town- 
dweller, on taking a holiday, attempts to get himself into 
condition, as he puts it, by completely overworking a system 
which required rest and food before it could be capable of 
physical exercise. This type does excellently well at sea, for he 
cannot work and he is sure to eat, even to over-eat. Tubercular 
cases are not infrequently of this type, being often of active 
mind and disposition, and in possession of a sort of spurious 
energy. Early tubercular cases certainly do very well at 
sea, yet it is of great importance that they should be 
watched and not allowed to do foolish and harmful things. I 
have on several occasions on board ship seen a phthisical 
patient announce his disease with a serious relapse, which 
might easily have been prevented had anyone known of his 
condition. Haemoptysis was, in one case, brought on by the 
patient taking part with the other passengers in some athletic 
exercises, and, in the other case, by the patient joining in a 
game of cricket. Moreover, these early tubercle cases, being 
practically in good health and mostly young, are apt to run wild 
at the different ports of call and thus help to nullify any previous 
gain. It is conceded now that cold does not do any harm to 
phthisical cases, while the constant fresh air, sunshine, and 
equable temperature of marine climates are of the greatest 
advantage. To this should be added that catarrh is scaicely 
known at sea unless previously contracted on land 

It is generally held that organic renal disease contraindicates 
sea-travel. The so-called functional albuminuria is, on the other 
hand, a type of case likely to be cured by a sea-voyage, provided 
certain precautions are taken, such as the keeping up of a proper 
action of the bowels and the prevention of excessive meat con- 
sumption. I am under the impression that cases of intermittent 
albuminuria, in young people with unstable circulation and great 
variability of pulse tension (as described by Broadbent), are 
hkely to be much improved by sea-travel ; but, I note that 
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Broadbent considers that the best treatment is an active out-door 
life on land, and writes — " When a long voyage has been ordered 
1 have known the albuminuria to persist while at sea and cease 
with active exercise on shore." I have myself, in two cases, 
seen excellent results from a sea-voyage. One of these patients 
I know to be now in good health, having no albuminuria, some 
eight years after he went the round-world voyage. A case of 
slight post-scarlatinal nephritis did very well — ^under my notice- 
on a voyage to Japan and back. The patient (a boy aged 15 
years) was allowed to eat fairly freely of meat, but was advised 
to chiefly eat fowl and fish. He also drank in the hot weather, 
one or two tumblers of water between meals, for the purpose of 
diluting the urine, which is very concentrated owing to the 
excessive loss of fluid by sweating. Provided that the urine is 
kept well diluted, the sweating might be expected to be useful. 
In this case casts and albumen had disappeared from the urine 
at the end of three months, and three months later, on his 
return, the boy appeared to be quite sound. 

With regard to female patients, it should be borne in mind that 
they are as a rule not suitable for sea-travel, being much more 
inconvenienced than men by the variety of small discomforts 
which obtain on board ship. 

In conclusion, a word with reference to mental patients. 
Persons who are definitely insane or liable to attacks of definite 
insanity, ought not to be sent to sea under any circumstances, 
unless in a private vessel. Mental patients are a nuisance to 
other passengers, and an unfair responsibility on the shoulders 
of the officers of the ship. The only thing that can justify the 
appearance of an insane person on shipboard is the necessity of 
taking him to his home. On one occasion it fell to my lot to 
travel home from the Cape with a lady who suffered from 
recurrent acute mania. Her cries and language could not be 
deadened, and as her mania was of the foul language and 
erotic type, it made a considerable impression on her fellow 
passengers. 

I do not mean that cases which may verge on insanity — such 
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as hypochondriasis — are unsuitable for the sea ; simple hypo- 
chondriasis is very likely to gain benefit, but hypochondriasis 
forming a part of insanity is not suitable. It is not unusual to find 
alcoholic cases travelling at sea, usually — like mental cases — in 
charge of someone. A ship is not a good place for such cases, 
as it is far too easy for them to evade attention and obtain 
alcohol. Probably, however, those suffering from the effects of 
other drugs, such as morphia, chloral, antipyrin and others, 
would do well, since it would be impossible for them to obtain 
the drug, but of such cases I have no experience at sea. 



MEDICAL ABSTRACTS. 

.THE DIAGNOSIS OF BLEEDING FROM THE 
FEMALE GENITALS. 

EXTRACTED FROM WINTER'S GYNECOLOGICAL DIAGNOSIS. 
BY FRED EDGE, F.R.C.S. 

Bleeding is the most serious of all gynaecological symptoms, 
and it is specially important for the whole constitution that the 
disease of which it may be the symptom should be detected in 
order that by care and treatment it may be removed with safety 
at its very source. This is often a difficult, even an insoluble 
puzzle. The cases are generally easily solved when local 
diseases of the genitals are the causes of the bleeding, but are 
very difficult when disturbances of circulation, internal diseases, 
or nervous influences are to blame. 

The first step is to make out the organ from which the blood 
is flowing. When the bleeding is outwardly the vulva, vagina, 
portio vaginalis, cervix, and body of the uterus are to be 
suspected, while the tubes empty blood only in very rare cases 
outwardly through the uterus. With the discovery of .the organ 
which bleeds there is often found at the same time a distinct 
disease of it which is causing the bleeding. The practised 
diagnostician is accustomed to make straight for the body of 
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the uterus as the most general site of bleeding, but the less 
experienced man will do well to go systematically over the 
various organs. 

Beginning with the vulva. Inspection at once shows the 
bleeding spot if present. When the mucous membrane is 
sound bleeding only takes place from injury — falls and 
bruises — most frequently from coitus ; tears of the hymen at 
times bleed quite freely ; laceration of the meatus, the clitoris, 
and the perinaeum may be caused by violent coitus. Varicose 
veins when pregnancy is present are to be thought of, and are 
easily known when seen. Ulcerative processes of the vulva 
seldom cause bleeding unless there be breaking down cancer, 
or lupus; epithelioma rarely causes it. Syphilitic lesions 
seldom bleed spontaneously, and generally some trauma starts 
bleeding from them. When these ulcers are the causes of 
bleeding the spot is directly visible or it is covered with blood 
clot. 

The vagina is next examined. If the bleeding comes from 
this part one can make out with the speculum either the 
bleeding point itself or some disorder of the walls which may 
cause it. The normal vagina only bleeds after injury, generally 
from coitus, and the wounds can be either seen or felt. 
Disorders of the vaginal wall which may easily lead to bleeding 
are carcinoma, sarcoma, gummata, and ulcers from pressure of 
pessaries. Bleeding without any palpable disease of the vaginal 
mucous membrane is observed in the patchy colpitis of senility, 
where under the thinned squamous epithelium the very 
hypersemic papillae are liable to rupture of their vessels from 
the slightest disturbance or from elevation of the local blood 
pressure. 

When nothing is made out in the vagina the portio vaginalis 
of the cervix is next inspected. It is easy to determine 
whether the blood arises from this, since one can either feel 
distinct alterations which are evidently causes of bleeding, or 
when the mucous membrane is intact one can see the bleeding 
spot through the speculum. .When neither case exists the 
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bleeding does not come from the portio vaginalis. All processes 
which lead to ulceration and the opening of vessels are causes 
of bleeding, as carcinoma, sarcoma, and ulcerative processes of 
all kinds, />., tuberculosis, syphilis, the use of caustics, and in 
bed-ridden patients. Bleeding from an unaltered portio 
vaginalis with good sound squamous epithelium is extremely 
rare. But there are a lot of degenerative changes of the 
mucous membrane of the portio which may become sources of 
bleeding, />., erosions, circumscribed injection of the vessels 
in the papillae resembling the conditions found in senile or 
maculous colpitis, so-called erosions of Fischel— real losses of 
tissue which expose the infiltrated stratum mucosum after the 
squamous epithelium has been rubbed off, and certain peculiar 
ulcerative processes described by Ruge which sometimes 
approach the ordinary erosions and sometimes Fischel's erosions, 
and consist of quite shallow losses of substance with infiltrated 
tissues, and in which thin-walled vessels run and often end 
openly. All these degenerative changes easily led to bleeding 
either from mechanical disturbance — />., coitus and examina- 
tion — or when disorders of the circulation occur either from 
bodily exertion or psychical excitement. Since these conditions 
do not always lead to bleeding, and because they are generally 
complicated by some disease in a higher section which may 
be the cause of the bleeding, it is very important to decide 
whether any bleeding present has really originated from these 
conditions. Usually a look at the portio through a speculum 
settles this question ; sometimes the drawing away of the vaginal 
mucous membrane will set up bleeding, and a vigorous wipe 
always does so. In doubtful cases the portio should be 
cauterised with chloride of zinc or liquor perri perchloridi, and 
one can then judge by the cessation of the bleeding whether the 
uterus is also involved. 

If the portio vaginalis can be excluded with certainty it follows 
that the blood is proved to come out of the uterus ; but the 
discovery of the causes is now much more difficult because it is 
generally impossible to see or feel the bleeding spot directly; if 
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one can do k>, then the degenerative changes are in the lower 
portion of the cervical substance, or the os externum is very 
widely open. 

The examination must be directed to carcinoma, sarcoma, 
myoma, and mucous polypi of the cervical. The intact 
membrane does not bleed; when diseased it bleeds much 
more rarely than the uterine mucous membrane, since it is not 
affected by the physiological blood disturbances ; however, 
small haemorrhages are seen in acute infectious catarrh with 
great hyp uraemia of the mucous membrane, and in chronic 
hyperplastic conditions with the development of small vascular 
polypi. 

When the cervix is proved completely free the mucous 
membrane of the body of the uterus is the source of the trouble; 
this part is to blame more than all the others put together. The 
diagnosis of uterine bleeding includes a great crowd of diseases 
of the uterus and the adnexa, of constitutional disorders of 
physical and of nervous nature, and of passing disturbances of 
the circulation ; to determine from all these the true cause of the 
bleeding is one of the most difficult problems. 

Menstruation alone is normal, every excessive period and 
every irregular bleeding is abnormal and must have a special 
cause. It is recommended that in seeking the cause a definite 
mode of examination be thought of, and whenever possible an 
objective demonstrable disease made out. The examination 
begins with the uterus, and the first thing noted is whether the 
uterus is clearly increased in size. If it is, then we have to do 
with either new growths in its walls (myoma, sarcoma), or in the 
cavity of the uterus (carcinoma, sarcoma, polypi), or chronic 
metritis, which often comes on in combination with haemorrhagic 
endometritis, or pregnancy with its disorders (bleeding of preg- 
nancy from endometritis, from placenta previa or after injury ; 
abortion, retention of remnants of placenta or decidua), or con- 
ditions of subinvolution which may easily follow labour or 
abortion, even when retention is not long, and which keeps up 
somewhat severe haemorrhages. If the uterus is found on bi- 



Digitized by 



Google 



Medical A bstracts. 3 59 

manual examination ta be of normal size the cavity must be 
investigated for any evidence of commencing malignant diseases 
and for chronic endometritis. If the endometrium is found with 
the sound to be smooth all over one may consider that the 
uterus is practically sound and the examination may be carried 
to the adnexa and the uterine surroundings ; diseases of these 
are very frequently the cause of so-called secondary uterine 
bleedings. 

Taking the tubes^ the causes of uterine haemorrhages are often 
found to be recent and large pyosalpinges which often cause the 
menstruations to be protracted, excessive, too early, and occsion- 
ally very irregular ; h-esh haemorrhages also mzxk the exacerba- 
tion of tubal diseases. Chronic tubal diseases and chronic 
tumours of the adnexa are looked upon with much less reason 
as the causes of true secondary uterine haemorrhage ; really the 
cause is a coexisting endometritis. If the examination discloses 
a tubal gestation the bleeding may without exception be ascribed 
to it ; if the foetus be alive there are no haemorrhages or only 
rare ones, while if the foetus be dead, or a tubal mole be formmg, 
or peritubal or retrouterine haematocele exist, haemorrhages will 
come on. These never arise from the tube itself— it is only 
conceivable if the uterine ostium be widely open and the blood 
remain fluid — but are due to congestion and subinvolution. 
Diseases of the ovaries are much rarer causes of uterine bleeding 
in spite of the intimate relationship between ovarian activity and 
uterine haemorrhages. 

Ovarian tumours^ when they are one-sided, very rarely cause 
bleeding ; it is more frequent with double-sided tumours, and 
without doubt most frequent when double-sided malignant 
tumours (especially cancer) are present. No doubt these 
haemorrhages in the majority of cases must be taken as secondary, 
but as nietastases do occur in the body of the uterus one should 
give particular care to the observation of the endometrium. 

Inflammatory diseases of the ovaries lead sometimes to uterine 
bleeding. If we leave out those cases of inflammation in which 
the ovaries are aff*ected with the tubes and the peritoneum, and 
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in which it is impossible to tell how much each has to do with 
the uterine bleeding, and if we take only cases of isolated 
oophoritis we find indeed in acute disease occasional irregular 
haemorrhages, while in chronic conditions the menstruations are 
not infrequently prolonged and excessive. Whether the deranged 
and protracted ovulation can provoke haemorrhage or perhaps 
endometritis it is naturally diflficult to decide. 

As regards the peritoneum the condition of pelveoperitonitis 
may be considered as a cause of uterine bleeding ; in an acute 
stage or exacerbation of a chronic form it may produce irregular 
somewhat prolonged uterine haemorrhage of a purely symp- 
tomatic nature.; frequently ihey appear as the initial symptoms 
of this disease. Although uterine haemorrhages do occur in 
chronic peritonitis with adhesions and exudation masses, yet it 
is more probable that there is a complication of endometritis in 
action ; very large exudations are excepted as they may cause 
haemorrhage by obstruction. Examination with the sound will 
help to clear the condition. Uterine haemorrhages are almost 
constantly present when there are large collections of blood in 
the peritoneum, and they may be protracted over weeks without 
having any definite type. 

Parametritic diseases are certainly much more rarely the 
causes of bleeding, whether in the acute or chronic stages. 
The bleeding is most often seen with parametritic bands or 
so-called stump exudations, which occasionally remain after 
leparotomies, and especially removal of the tubes, and which 
consist of peri- and parametritic thickenings on the remnants of 
the tubes. There is a suspicion of a complicating endometritis 
in all chronic diseases, as in chronic peritonitis, whenever the 
bleeding takes a menstrual type. 

If examination of the uterus and its surroundings gives no 
conditions which can be looked upon as causes of the bleeding, 
there may still be certain local degenerations to blame which 
connot be recognised by clinical signs. 

In considering such cases it is important to know whether 
we are dealing with an isolated severe loss or with menorrhagia 
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recurring at each period. When it is the first the next thought 
should he that it is a single free menstruation, which is not 
recognised as such because it is the first after the puerperium of 
abortion or labour, or comes on after long amenorrhoea; its 
diagnosis as such is usually made by the further course of the 
case, but at times the accompanying molimina or peculiar 
psychical or physical sensations enable this to be done. 

Of practical value is the differentiation of this first menstruation 
after labour and abortion from the flooding from retention of 
products of conception. It is based on the result of the use of 
the sound, and upoti the interval of freedom from bleeding 
after the abortion. Isolated severe losses, whether menstrual or 
intermenstrual, also occur after great mental disturbances, 
fright, influence of temperature as cold upon the abdomen, 
baths, trauma, and severe exertion. 

It is not easy to determine the direct causation of dis 
tuibances of the circulation ; it is, however, important to decide 
whether it is of such nature or the initial symptom of an 
inflammatory disease. When the patient reports that at each 
menstruation the excessive loss recurs, that is, true menorrhagia 
is present, it will be found that the cases without demonstrable 
degeneration are rare, but two conditions are to be remembered. 
Firstly, one finds not infrequently after abortion or labour a 
long continuing state of defective involution of the uterus which 
becomes a sub-involution. Here there is hypersemia of the 
uterus and an enlarged uterine cavity, which affords the dis- 
tended mucous membrane no support ; the excessive so-called 
first menstruation is in a certain sense to be taken as a type of 
this ccnditon ; in the same way severe losses occur with the 
later periods without any retention or inflammation being 
present; likewise dysmenorrhoea may come on because such a 
uterus remains irritable for a longer period and reacts upon the 
congestion by contraction or colic. 

It is practically important to differentiate the condition of 
chronic subinvolution from endometritis. A similar state arises 
without any immediate connection with a puerperium in persons 
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who have had many labours and miscarriages. Here also there 
are no objective signs except perhaps a dilated uterine cavity, 
and thin uterine walls. The losses are very heavy, because there 
is no resistance in the cavity,, and the vessels are not compressed 
by the slack uterine wall ; the tone of the uterine muscle is lost 
(chronic atony, Lomer). In these cases also the separation 
from endometritis is important. 

It is further to be noted that purely symptomatic menorrhagia 
may occur also in acute vaginal and cervical catarrh, just as in 
peri- and parametritis without the endometrium being diseased. 
But bleeding in chronic catarrh points always to the presence 
of endometritis. Besides inversion, only retroflexion is to be 
mentioned out of the uterine displacements as causing con- 
gestive haemorrhage, without endometritis, in the form of 
menorrhagia. 

The real cause of uterine haemorrhages is to be sought in the 
great majority of cases in diseases of the organs in the lower 
abdomen and pelvis ; but if no clue is obtained in these, we must 
examine the general systems, and perhaps in some disease of 
these the cause may be found. In the first place, there are a 
series of iryfectious diseases in whose acute stages the menses 
may be so heavy, or such great irregular haemorrhages may take 
place as to completely dominate, the history of the case. 
Especially are such haemorrhages observed in influenza, typhus, 
cholera, scarlatina, variola, and acute arthritic rheumatism, as 
the issue oi haemorrhagic endometritis, or of chronic endo- 
metritis, developed as a sequela. More rarely chronic con- 
stitutional diseases lead to haemorrhages from the uterus, and 
then usually only as menorrhagia ; they are diseases in which 
general disturbances of the circulation take place, for instance, 
heart and lung diseases, or they are diseases with local circulatory 
disturbance in the pelvis, as diseases of the liver and abdominal 
tumours, or they are blood diseases, most often the morbus 
maculosus Werlhofii. Haemorrhages also occur in mental 
diseases. 

In seeking the cause of bleeding from the genital tract, the 
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objective proof of bleeding, and the observation of the amount 
of blood lost, has the advantage that it frees the physician from 
the story of the patient, who often has most peculiar views 
as to the amount usually lost ; it also further enables him to get 
certain clues frpm the inspection of the blood, which may 
certainly give much aid in the diagnosis. In addition to the 
amount of blood, there are the colour, the consistence, the 
formation of clots, and the mixture with other secretions and 
constituents of tissues to be considered. Naturally the examina 
tion goes back to the objective proof of the causes of the 
bleeding, but in a few special cases it may lead to the fixing of 
a diagnosis. 

Normal menses are thin fluid, somewhat thicker when mixed 
with mucus, with a darkish red to black tint, and have a peculiar 
musty, often slightly foetid, smell ; coagulation is prevented by 
the acid vaginal secretion. Fresh quickly-clotting blood poinls 
to a quite recently opened source of bleeding, as is seen in 
abortion, polypi, malignant growths breaking down and gene- 
rally after digital exploration or after sounding of the uterine 
cavity in endometritis or retention of the decidua. 

Clot formations, or " pieces of flesh," point generally to such 
free bleeding that the acid secretion of the vagina is not present 
in quantity enough to prevent clotting. This formation of piece? 
is always pathological, and comes on in too heavy menstrual 
losses, in abortions, polypi, and breaking down tumours ; long 
protracted feeble losses, as in haemal ocele, seldom form clots. 
If the blood appears of a dirty red brown colour it has been 
retained some time in the uterus, and has undergone chemical 
changes. This colour is oftener seen in the haemorrhages of 
pregnancy, and the last portion of the blood is finally only 
recognisable as a lemon-coloured staining of the secretion. 

An intimate mingling of blood and mucus is found when 
only the cervical mucous membrane bleeds, as in recent catarrhs 
and polypi, or when the cervix secretes . mucus freely during 
bleeding from the body of the uterus as in endometritis, 
bleeding of pregnancy, and conditions of sub-involution after 
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abortion and labour. Thickened blood of syrupy consistence 
is met with when the blood has been retained for a long time 
in a closed space, />., hsematokolpos and hsematometra ; in 
these conditions true coagulation does not occur. 

Fragments of tissue in the blood point to disintegration of 
new growths or to exfoliating and breaking down pieces ot 
mucous membrane, especially in septic abortion. 

The history of the patient is but rarely of value for the 
diagnosis of the c^use. The most useful history is the distinct 
statement that the bleeding is menstrual or intermenstrual, but 
generally this statement cannot be made with certainty. 

A haemorrhage can only be taken as menstrual when it occurs 
at the proper time, or at the most a few days before or after the 
time, when the usual local or general sensations accompany it, 
or when it has the average amount of a menstrual flow. On the 
other hand, it is inter-menstrual when it is quite irregular or very 
brief or very protracted. Menstrual haemorrhages as a rule point 
to conditions which prolong and increase the congestive hyper- 
aemia of the genitals at these times, or to those which prevent 
its termination, or keep it going beyond its normal time, as, 
specially endometritis, states of subinvolution and inflammation 
near the uterus. Inter-menstrual losses point more to permanent 
changes, as degenerating new growths, polypi, or to acute diseases 
or circulatory disturbances, as trauma, cold, acute inflammations, 
psychical irritation, recent abortion, or extra-uterine pregnancy. 
It is in the nature of the things that we have here no definite 
law but only a certain kind of indication. 

The history of constant bleeding after cohabitation is important. 
It may be due to mechanical injury by the penis of some part 
inclined to bleed, /*. ^., especially cancer, in rare cases erosion or 
ulcer of the portio vaginalis or of the vagina, or senile kolpitis. 
On the other hand, bleeding after coitus may be due to over- 
distension of vessels leading to rupture, but this does not occur 
with normal mucous membrane, but only when inflamed (endo- 
metritis), or with polypi, or breaking down cancer in the cervix, 
or body. The bleeding of coitus points especially to degenerating 
new growths. 
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Still more important for diagnosis is a history oi bleeding in the 
post citmacteric stage. Every haemorrhage occurring after the 
real climacteric has taken place has a high pathological signifi- 
cance and demands careful investigation of its cause. A *' return 
of the periods/* an acceptation with which the patient gladly 
deceives herself as to the meaning of the loss, is only possible 
so long as ovulation has not yet ceased. The clinical signs are 
wanting to prove this, so that the demarcation of the climacteric 
is difficult to settle ; generally we may take it that in a woman 
who has reached the age (about 45) the cessation of menstru- 
ation for about a year proves the climacteric, and each later 
haemorrhage should be looked upon as post climacteric. The 
preponderating cause of post climacteric haemorrhage is the 
development of malignant new growths in the genitals, especially 
the uterus. 

Neumann counted this cause ii8 times in 183 case», that is 
in 65 per cent , or about two-thirds of the cases. Besides cancer, 
the atrophied attenuated mucous membrane is much to blame 
in this way, from coitus, trauma, pessaries, or the haemorrhages 
occur spontaneously from ulcers of other sorts, in senile 
kolpitis, from raucous polypi, and submucous myomata. All 
causes which cause bleeding during sexual maturity from the 
mucous membrane, as interstitial myomata, endometritis, peri- 
uterine inflammations, internal diseases, and disturbances of the 
circulation have no value after the climacteric. Once the 
author saw dangerous haemorrhage in an old woman, where, 
after extirpation of the uterus, no other cause could be found 
except disease of the vessels. 

In post-climacteric haemorrhage, therefore, everything directs 
us to investigate for cancer as the cause. 
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KEP0HT8 OP SOCIETIES. 

British Medical Association. 
Birmingham and Midland Counties Branch. 

Thursday, November loth, 1898, Mn Vincent Jackson, 
President, in the chair. 

Mr. Barling read a paper on Some Cases of Gall-stones 
Impacted in the Cystic Duct. 

Dr. McCardie read a paper on the Administration of a 
Mixture of Chloroform and Ether by means of a Clover's 
Inhaler without the bag. 

GastrO'/ejunostomy — Mr. Haslam showed a woman aged 34 
on whobi he had performed this operation for a fibrous stricture 
of the pylorus. The patient was admitted into the hospital, 
under the care of Dr. Simon, in March last, with an eighteen 
months* history of pain on taking food, vomiting, and loss of 
flesh. On examination a large mass could be felt in the neigh- 
bourhood of the pylorus, and the stomach was dilated. A 
Murphy's button was used, and the patient is now quite well 
and able to eat and digest anything, and has gained four stone 
in weight. The button has not yet been passed. 

Tooth-plate removed by CEsophagotomy, — Mr. Jordan Lloyd 
showed a patient about 30 years of age who, sixteen days 
before, had swallowed during the night a vulcanised tooth- 
plate, carrying the four upper incisor teeth. The hooks fasten- 
ing the ** piece" to the neighbouring canines had become 
faulty, and the patient had been indifferent to their useless 
condition. He had always been in the habit of wearing the 
artificial teeth during sleep, and had never before had any 
trouble in consequence. The man was admitted to the Queen's 
Hospital shortly after the plate was missed, and attempts were 
made by the house surgeon to extract it with probang and coin 
catchers. These faihng, Mr. Lloyd had the man anaesthetised 
and attempted again to remove the foreign body. The 
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plate could be readily detected by instruments, but could 
not be "caught." It was situated about eleven inches from 
the incisor teeth. The operation of oesophagotomy was at 
once performed (eight hours after the swallowing had taken 
place) A clean cut incision was made in the oesophagus, about 
one inch below the level of the cricoid cartilage. A finger was. 
passed beneath the substance, and as the plate could not be 
removed easily through the opening in the oesophagus it was 
manipulated upwards into the pharynx, from whence it was 
readily extracted. No vessels were ligated. The wound in the 
oesophagus was sewn with a non-perforating continuous catgut 
suture, and the skin edges with silkworm-gut, a small rubber 
drainage tube being inserted to deep part of wo>ind. Patient 
was fed by enemata for four days. Wound healed primarily, 
and he was now quite well. 

Appendix Vermifortnis stranguiated in a retro-peritoneal fossa. 
— Mr. Heaton showed an appendix vermiformis which he had 
removed by abdominal section from a little girl aged nine. The 
appendix was five inches long. At the operation there was no 
evidence of any peritonitis around the caecum. The appendix 
was quite free and natural in appearance except for its distal end. 
This was tightly strangulated in a peritoneal sac passing upwards 
behind the junction of the ileum with the caecum. This " ileo- 
caecal pouch " had a smooth rounded orifice and was about the 
size of a walnut. 

The patient was under the care of Dr. Quirke, and had been 
ill for five days with acute abdominal symptoms, marked by 
recurring attacks of severe colic and collapse, with vomiting. 
She was now convalescent. 

Early abortion, — Dr. Purslow showed an ovum from a case 
of abortion on the 6sth day of pregnancy, the date of the fruitful 
coitus being exactly known. The embryo measured one inch 
and three-quarters in a straight line from the cephalic to the 
caudal curve. Dr. Purslow pointed out that this measurement 
was somewhat greater than that given in Galabin's " Midwifery," 
which describes the length of a foetus at the eighth week as 
three-fourths of an inch. 
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LETTER TO EDITOR. 



To the Editor of the Birmingham Medical Review. 

Sir, — In your very kindly notice of my book, ** The Cold Bath 
Treatment of Typhoid Fever," you call attention to "one 
serious omission " amongst the sources of fallacy in comparing 
the mortalities of the expectant and bath periods at the Brisbane 
Hospital, namely, that no allowance is made for differences in 
the period of the disease at which the cases first came under 
treatment. I quite realize that my argument would have 
appeared stronger had it been possible to do so, but unfortun- 
ately the large majority of the 1,828 cases in the expectant 
period occurred before my connection with the hospital, and the 
necessary records were not preserved. At the same time I 
would submit that in the present instance the omission is hardly 
one of serious import. Of course it is freely admitted that delay 
in commencing treatment has a most serious influence on the 
case mortality of typhoid. This is well exemplified in the com- 
parison between the series of 304 cases expectantly treated at 
the Birmingham General Hospital, and Professor Osier's series 
of 196 cases treated by systematic cold bathing. Here the 
correction is most essential, since the conditions under which 
the two series were admitted were in all probability widely 
different : not only the hospitals, but the cities and the conti- 
nents differed. 

The condition chiefly affecting the date of admission is the 
local environment of the hospital. In cities such as Sydney 
and Melbourne, where there is more than one hospital receiving 
cases of typhoid, a process of selection is always in action : that 
hospital, which is situated in the most thickly populated district, 
always receiving a larger proportion of emergent and late cases, 
while cases which come under observation early in the fever are 
sent to institutions less centrally placed. Hence comparisons in 
mortality between rival hospitals are rarely fair unless largely 
corrected. For these reasons I have refrained from using 
statistics drawn from other sources, and have confined myself 
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to Brisbane. For in that city there has never been more than 
one hospital receiving adult cases of typhoid, and all the condi- 
tions which were in operation during the expectant period per- 
sisted at any rate for the first three years of the bath period. 
During the seven and a half years included, there was free 
immigration into the colony, and the large majority of cases 
admitted into the fever wards were immigrants who had quite 
recently arrived. Most of these patients lived in boarding 
houses, and but few had homes -of -their own where treatment 
was possible, so that comparatively early admission was the rule 
during the whole period. To this and to the absence of 
selection, I ascribe the fact that the case mortality of typhoid 
(i4'8 per cent.) in the expectant period at the Brisbane Hospital 
was always lower than that of the large city hospitals in Sydney, 
Melbourne and this country. 

It is to be remembered also that the comparison between the 
expectant and bath periods at the Brisbane Hospital is designed 
to show the improvement that was obtained in the total hospital 
typhoid death rate : that all cases are included in both periods, 
even such as were unsuitable for the bath or indeed for any treat 
ment : that the treatment was commenced in the middle of a 
severe fever season, and that for the succeeding three years no 
alteration in the conditions of admission occurred, none at any 
rate that favoured early admission. 

For the first year or so indeed the treatment, as was only 
natural, was viewed by the public with suspicion, and there was 
consequently a tendency to defer seeking admission. By the 
end of the third year this had ceased, the treatment had become 
distinctly popular and thenceforward early admission became 
the rule. Before then, however, the minimum death rate of 
7 per cent, had been attained. 

Another consideration tending to reduce the importance of 
the omission refeired to in the Brisbane Hospital statistics is the 
large number ot cases dealt with. In a small series such as the 
196 cases recorded by Osier, a run of early admissions would 
very materially raise the percentage of such cases : but in large 
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series, especially such as exceed 600, the average date of 

admission is found to be practically identical for the same 

institution rentaining under the same general conditions. 

I am, Sir, yours, etc., 

F. E. HARE, M.D. 

{Late Resident MtdUal OJker, 

Brisbane General Hospital^ 
391, Oxford Street, 

London, W. 



[We are glad to publish Dr, Hare's letter, which apj)ears to us to 
add greatly to the value of his statistics. We still wish that 
it had been possible to closely compare the two series of 
cases with regard to the period at which they first came 
under treatment ; but in the absence of exact records in the 
earlier series, Dr. Hare has given extremely good reason for 
believing that there is no essential difFer^snce between the 
two in this respect. Our own experience suggests that 
curious variations do sometimes occur in the period of 
admission of acute cases, even in the same hospital, and 
that these variations may sometimes aflect even large figures. 
Hence, the importance which we attach to a definite demon- 
stration on this point. — Ed. and Writer of the Review.] 



PUBLISHERS' DEPARTMENT. 



i^eb) IhibenttottjS, lirugs, etc. 

The Farbenfabriken Co. send us samples of the following 
preparations : — 

Creosotal, or carbonate of creosote, an oily liquid the use of 
which has been advocated in the treatment of phthisis. It is 
both more tasteless and more easily assimilated than creosote 
itself, and in our own experience very seldom gives rise to 
stomach symptoms. We believe that in some cases the drug 
IS of considerable value. 
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Duotal, which is a carbonate of guaiacol ether, and takes the 
form of a tasteless powder. It also is used in the treatment of 
phthisis, and especially in those cases in which a tasteless 
preparation is needed. The dose is from 8 to 96 grains per day. 

Heroin, the di-acetic ester of morphine, soluble in alcohol, 
but not in water. It is useful in certain cases in which morphine 
is badly borne, and is said to cause neither constipation nor 
alteration in arterial pressure. 

We have also received from the Distillers' Company of 
Edinburgh samples of their "D.C.L." Malt Extract and Malt 
Extract with Cod-liver Oil. These are palatable preparations 
which may often be employed in cases for which pure cod-liver 
oil is unsuitable. 

We have further received from Messrs. Nicolay & Co. 
specimens of so-called '* Haematogen,'^ which purports to be a 
preparation of haemoglobin and glycerine. It is claimed that 
this compound is useful in a great variety of disordeis, but we 
cannot regard the value of haemoglobin taken internally as by 
any means proved. 



I^eto Boofts, etc., ^eceiben. 

On the Origtu and Progress of Renal Sui^gery, with Special Reference to 
Stone in the Kidney and Ureter, and to the Surgical Treatment of Cal- 
culous Anuria. Being the Hunterian Lectures for 1898. By Henry 
Morris, M.A., MB Lond., F.R.C.S., Senior Surgeon to the Middlesex 
Hospital : Examiner in Surgery in the University of London, etc. 
London, Paris, New York, and Meibourne : CasseU and Company 
Limited. 1898. 

Introductory Address at the Opening of the University College Medical 
School, Cardiff. By Robert Saundby, M.D., LL.D., F.R.C.P, Pro- 
fessor of Medicine at Mason University College, and Physician to the 
General Hospital, Birmingham ; President of the Council of the British 
Medical Association. Birmingham : Cornish Brothers. 

Diseases of the Skin. By Malcolm Morris, Surgeon to the Skin Depart- 
ment, St. Mary's Hospital, London. New and Revised Edition. London, 
Paris, New York, and Melbourne : CasseU and Company Limited. 1898. 

On the Study of the Hand for Indications of Local and General Disease. 
By Edward Blake, M.D. London : Henry J. Glaisher. 

Registration of Midwives. An Appeal to its Supporters. By Thomas M. 
Watt, M.A., M.R.C.S.E., L R.C.P.L, L.M. London : Watts and Co, 
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Wright's Improved Physicians*, Surgeons', and Consultants' Visiting List. 
Compiled by Robert Simpson, L.R C.P., L.R.C.S. Vols. A. and B. 
Sixth Edition. Bristol ; John Wright and Co. 

A Primer of Psychology and Mental Disease, for use in Training Schools for 
Attendants and Nurses and in Medical Classes. By C. B. Burr, M.D., 
Medical Director of Oak Grove Hospital for Nervous and Mental 
Diseases, Flint, Mich., etc. Second Edition, Revised. Philadelphia, 
New York, Chicago : The F. A. Davis Company. 1898. 

Practical Urinalysis and Urinary Diagnosis. By Chas. W. Purdy, M.D., 
LL.D. (Queen's University), Professor of Clinical Medicine at the 
Chicago Post-graduate Medical School. Fourth, Revised Edition. 
Philadelphia, New York, Chicago : The F. A. Davis Company. 1898. 

On the Marriage Rate. By Henry May, L R.C.P., Late Medical Officer of 
Health of Aston Manor. 

Manifestations of Syphilis in the Mouth ; and the Dangers of Specialism in 
Medicine. By L. Duncan Bulkley, M.D. 

Gout : Its Pathology and Treatment. By Arthur G. Luff, M.D. Lond., 
F.R.(2.P., Physician in Charge of Out-patients, and Lecturer on Forensic 
Medicine at St. Mary's Hospital. London, Paris, New York, and 
Melbourne : Cassell and Company Limited 1898. 

Dis. Harvey and Davidson's Syllabus of Materia Medica, revised in accor- 
dance with the British Pharmacopoeia, 1898. By Wm. Martindalk, 
F.L.S., F.C.S. Tenth Edition London : H. K. Lewis. 1898. 

De la Trach6o-Thyrotomie dans le Cancer du Larynx. Par le Dr. E. J. 
Moure. 

Tannigeno e Tannalbina. Pel Dott. Francesco Gorletto. 

Transactions of the Clinical Society of London. Volume the Thirty- first. 
London: Longmans, Green and Co. 1 898. 



*#* Authors can have reprints of articles at the following 
rates : — 

Not exceeding 8 pages ... 8/- per 100 
16 „ ... 12/6 „ 

The re-arranging of the type is the principal cost in the 
production of these reprints, so that smaller numbers, will be 
the same price. Larger numbers at a proportionate reduction. 



The Subscription to the Birmingham Medtcal Revieut is 
6s. per annum, post free 

Notice. — All Communuattons, Exchanges^ and Books for 
review^ should be sent direct to the Frtnters and Fubiishers^ 
Messrs. Hall and English^ 7/, High Street, Birmingham, 
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SOUTHALLS' 

Antiseptic and Surgical Dressings. 



STTRGIGAL PADS, Antiseptic & Absorbent. 

Specially prepared as a surgical dressing and 
superseding cotton wool, lint, or the ordinary 
sponge, being more absorbent. 

The cost of these pads will admit of their 
being destroyed after use. 

Size 6x6 Price 10/- per gross. 
„ 9 X 9 „ 14/- „ 



LINTS, Absorbent and Antiseptic. 

Flax, Benzoic, Boric, Carbolic, Corrosive Sub- 
limate, Eucalyptus, Iodoform, Salicylic, Thymol. 



WOOLS, Absorbent and Antiseptic. 

Boric, Carbolic, Corrosive Sublimate, Eucalyptus, 
Iodoform, Sal. Alembroth, Salicylic, Thymol. 



GAUZES, Antiseptic and Absorbent. 

Plain, Benzoic, Boric, Carbolic, Corrosive Sub- 
limate, Eucalyptus, Iodoform, Sal Alembroth, 
Salicylic, Thymol. 

T. & W. & W. SOUTHALL, 

Pharmaceutical Chemists, 

17, BULL STREET, BIRMINGHAM. 

Telegraphic Address: 
Telephone No. 20C SOUTHALLS, BIRMIN6EAIL 
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Pharmaceutical Notes. 



Recently introduced. This is a distinct achievement in 
'Boioid' pharmacy. Each represents 20 grains of crystallised 
CarlJoUc Add, Carbolic Acid. It is promptly soluble, and provides the 
gr. ao surgeon with this important antiseptic in a safely portable 
[1.296 gm.]. form, and enables him to quickly prepare solutions of any 
desired strength. One in 5 ounces of water gives approxi- 
mately a I per cent, solution ; one in a pint, a mild disinfectant douche 
or antiseptic spray. Supplied in tubes containing 1 2, at 6d. per tube. 

* Saxin ' has been aptly termed " the sweetest thing on 
'Sazln.' earth," being about 600 times sweeter than sugar. It is 

perfectly harmless, as it undergoes no change in its passage 
through the digestive system, but simply imparts its delicate sweet flavour 
to the food or fluid with which it is used. For these reasons, it is indicated 
in such conditions of disease as diabetes mellitus, gout, obesity, glycosuria, 
etc, in which the patient is debarred from taking sugar, and yet retains 
an intense desire for the sweet flavour to which the palate has, by long 
use, become accustomed. 

* Saxin* has important qualities which render it superior to other 
sweetening substances. It is unfermentable and permanent. It acts 
antiseptically and prevents decomposition. A smaJl bottle, containing 
100 or 200, can be carried in the vest pocket without the slightest 
inconvenience. 

* Saxin,' }( gr., equivalent to one lump of best loaf sugar, is supplied 
in bottles of 100 and 200 at yd. and is. id. per bottle. 

*Emol-Keleet' is a natural mineral powder carefully 
•Emol-Keleet.' purified but unsophisticated in any way. It has been 
largely used by physicians as a dusting powder in the 
treatment of cutaneous diseases, and for allaying irritation such as occurs 
in urticaria, the eruptive period of measles, etc. In moist or weeping 
conditions of the epidermis also, * Emol-Keleet ' has been used with most 
beneficial effects. 

A report in the British Medical Journal (March 13th, 1897) by the 
lecturer on Pharmacology at Westminster Hospital points out the 
dangerous adulteration that is carried on in the case of many toilet 
powders, such minerals as zinc, bismuth, and lead being present in some 
samples to the extent of 40 per cent. 

The effect of such powders on the delicate skins of infants may be 
readily recognised, and it is suggested that the physician guards against 
their use in the nursery. 

By chemical analysis and extended therapeutic trial, * Emol-Keleet ' 
has been proved to be a pure, emollient, natural mineral powder, 
possessing marked soothing and healing properties. 

'Emol-Keleet' is supplied to the profession in boxes at gd. each. 

Burroughs Wellcome and Co., London ami Sydney. 
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^ which was shewn at the 

^m fl| fl' M| BRITISH MEDICAL ASSOCIATION 

^MM m^ '■ meeting held in Edinburgh this year, is guaranteed to be 

I H m»*\. 1^1^ perfectly pure Extract made fromi Malted Barley only. 

I fflj ./■ |lL IImIIIL a ^^^ Grain used is chosen with the greatest possible care 

■ Wt^ J^M^^OMm and as The Distillers CJoy. Ltd., purchased over 400,000 

W quarters during last year it must be apparent that their 

^ knowledge is exceptional. Malting is conducted entirely 

^ on their own premises. The machmeiy employed is of the 

most perfect description and every lot made is carefully 

tested before being bottled. 

I ^ The "D.C.L." MALT EXTRACT can be obtained 

combined with Ck)d Liver Oil- Medical men can have 

samples sent free on application, and are respectfully 

urged to prescribe ** D.C.L " to their patients otherwise very inferior makes may be supplied. 

There are several older makes of Malt Extract now before the public which are valueless in 
dyspepsia as they are utterly innocent of Diastase and are artificiaUy thickened with Dextrine. 
•• D-C.L." MALT EXTRACT is reliable in « very '^particular. 

SOLE MAKERS:— 

THe DI8TII.I.KR8 CO. id«a., KDI NBURGH. 

MAKUFACTUBERS OF THE CELEBRATED "D.C.L." TEA8T. 

Best and Safest Natural Aperient. 

25 Tears' success in the United Kingdom. 
RECONHEKDED AND PRESCRIBED 6T MEDICAL MEN EYERTWHESE. 



*' Hunyadi J^nos has established itself in favour with leading physicians and 
therapeutists of every country, whose testimonies bear witness to its action as a 
speedy, sure, and gentle Aperient for ordinary use ; it is remarkably and excep< 
tionally uniform in its composition, and free from defects incidental to many other 
Hungarian Bitter Waters."— ^ri^wA Medical Journal, Aug. 30th, 1884. 

Professor Virchow, the celebrated Berlin physician, says that " HUNYADI 
JANOS" has always given him prompt and satisfactory results, and he 

cousiders it to be " one of the most valnable of the cnrative agents at 
our disposal." 

CAUTION. -Euery Bottle bears the Signature of the Proprietor 
"ANDREAS SAXLEHNER" 
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Telesrams " Soienoe/' Birmingham. 



Telephone No. 16. 



PHILIP HARRIS & GO. Ltd., 

WHOLESALE CHEMISTS, 

Surgical Instrument & Appliance Manufacturers, 

144 and 146, EDMUND STREET, 

BIRMINGHAM. 



With 

Silver-plated 

Mounts, 

5/6 

each. 

REOI8TERED PATTERN 





^ 1 

* 1 

G 1 

f 

12 H 

14 1 

■■■ 16 



Sterling Silver 

Mounted 

in case complete, 

10/6 

REQI8TERED PATTERN. 



Harris's Patent Chloroform Bottle. 



NO LEAKAGE. NOTHING TO GET OUT OF ORDER. 



AS SOLD AT THE BRITISH MEDICAL MEETING AT 
CARLISLE, 1896. 
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APENTA 



>) 



THE BEST NATURAL APERIENT WATER. 



Bottled at the Springs, Buda Pest, Hungary, under Eminent 
Scientific Supervision. 



CONCLUSIONS 



from clinical observations on the action 
and value of APENTA WATER in 
obstinate constipation by Professor W. S. 
BoGOSLOwsKY, Director of the Pharmaco- 
logical Institute of the Moscow University, 
etc. etc. : — 



" Systematic treatment with Apenta Water is especially indicated 
for constipation produced by Atony of the bowels, and Apenta possesses 
without doubt this advantage over other aperients, that its use does not 
give rise to subsequent constipation. 

" By suitable doses of this water the bowels act freely, and con- 
siderable quantities of bile are evacuated. The action of Apenta 
Water is more gentle than that of the bitter waters most known with 
us, because it contains less calcium sulphate and no magnesium chloride. 
It is probably due to this circumstance that the crampy pains generally 
observed when aperients are employed, are entirely absent in the case 
of Apenta. 

" The efficiency of Apenta as a remedy for the systematic treatment 
of obesity in general is clinically established." 



A Translation of the Report of Professor W. S. Bogoslowsky, read at 

the Meeting of the Society for the Preservation of Public Health, 

Moscow, will be forwarded on application to— 

THE APOLLINARIS Co. Ltd., 4, Stratford Place, Oxford Street, LONDOK, W. 
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SYR.HYPOPHOS. CO. Fellows. 



NOTICE-OAUTION. 

Tlie success of Fellows' Syrup of Hypophosphites has 
tempted certain persons to offer imitations of it for sale. 
Mr. Fellows, who has examined samples of several of 
these, FINDS THAT NO TWO OF THEM AEE 
IDENTICAL, and that all of them differ from the 
original in composition, in freedom from acid reaction, 
in susceptibility to the effects of oxygen when exposed 
to light or heat, IN THE PEOPEETT OF RETAIN- 
ING THE STBTCHNINE IN SOLUTION, and in 
the medicinal effects. 

As these cheap and inefficient substitutes are frequently 
dispensed instead of the genuine preparation, physicians 
are earnestly requested, when prescribing the Sjrrup, 
to write "Syr. Hypophs. FELLOWS." 

As a fbrther precaution, it is advisable that the Syrup 
should be ordered in the original bottles (4/- or 7/-), 
the distinguishing marks which the bottles (and the 
wrappers surrounding them) bear, can be then 
examined, and the genuineness— or otherwise— of the 
contents thereby proved. 

The Fellows Manufacturing Company Ltd., 

94, PAUL STEEET, FINSBtJET, LONDON, E.G. 
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rr^blet). 





(Tablet). 






Cufative In 
Dyspepsia, 
Heartburn, 
Anaemia, 
Intestinal and 
Wasting Diseases, 
Cholera Infantum, 
Vomiting in 
Pregnancy. 



•We can 
confidently 
recommend 
it:'— Brithh 'Medhul 
Journal. 



(Tablet). 



Dcise. 1<r%o tS^v^li^ito. 



Prices to the Medical Prof essibn Cunstamped, for dispensing only) :— 1-oz. 3/3, 
post free, 3/6 ; 4-oz., 10/6, post free, 10/9 ; 8-oz., 20/6, post free, 20/11. 

John M. Richards, 46,*Hdit)om Viaduct, Iichi(ft6n. 

' T^egrrams i " ApiiATid^^^'IibirbOM. 
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A few Facts in favour of 

Scott's Emulsion. 



Patients readily take and retain Scott's Emulsion 
when their stomachs and palates rebel against the plain 
cod-liTer oil. A minute and uniform division of the oil 
is unquestionably an advantage, both in digestion and 
absorption. And in Scott's Emulsion this division 
is MAINTAINED INDEFINITELY, and the oil 
REMAINS FREE FROM RANCIDITY. 

Glycerine is an important factor in Scott's Emulsion 
also, and should not be lost sight of. In the digestion 
of fat Nature makes glycerine ; makes it for a purpose 
and uses it, thus showing the need of it. We add 
glycerine especially because it prevents fermentation, 
because it sweetens without aggravating uricaddaemia 
or glycosuria as sugar does, and because it assists 
absorption and aids nutrition. We owe much to the 
glycerine. 

To the Hypophosphites of Lime and Soda we 
look for a necessary constituent of brain, nerve, and 
bone structure. 

Is not the above combination better than plain 
cod-liver oil ? And is it not a further advantage that 
the physician can absolutely rely upon Scott's Emulsion 
as being a PERMANENT EMULSION, FREE 
FROM RANCIDITY? 

SCOTT & BOWNE, Ltd., Manufacturing Chemists, LONDON, E.C. 
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THE NATURAL MINERAL WATERS OF 

State ^^J [%^ \ yj springs. 

CE LEST INS. —For DiseaBes of the Kidneys, Gravel, Gout 

Bheumatism, Diabetes, <&c. 

GRANDE-GRILLE.— For Diseases ot the Liver, & Biliarj 

Organs, &c. 

A 

HOPITAL.— For Stomach Complaints. 

VICHY TABLETS AND SALTS. 

Samples and Pamphlets free to Members of the Medical 
Profession on application. 



CAUTION.— Each bottle from the State Sprinflre 

bears a neck label with the words VICHY—ETAT and 
the name of the Sole Agents — 

INGRAM & ROTLE, Ltd., 

East Rial's Wharf, 
26, UPPER THAMES ST., LONDON, B.O., 

19, SOUTH JOHN ST., LIVERPOOL, 

and 

80, REDOLIPP STREET, BRISTOL. 
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Milkmaid 




BRAND 



:<^ONDENSED M 

^ **UatMAlD BRAN" 






^iSli*'" 



CONDENSED Mfl*^ 

SWITZERLAND 



Milk 

Largest Sale 
in the World. 



See that the MILKMAID Trade Mark 
is on every Tin. 

The Anglo-Swiss Oondensed Milk Go. are the largest 
manufacturers of Condensed Milk^in the world, having 
ten Factories and condensing daily the milk of 40,000 
Cows. Their ''Milkmaid" Brand is the original Con- 
densed Milk introduced into England thirty years ago. 

The English ''Milkmaid" Brand of Condensed Milk 
was selected by Dr. Nansen for the use of himself and his 
companions on their famous expedition, and more than 
two and a half tons ot the milk were included in the 
stores of the " Fram." 

When recommending Condensed Milk to your patients, 
please be careful to specify the " Milkmaid " Brand, which 
is guaranteed to contain all the cream of the original milk. 

Samples free to the Profession. 



Anglo-Swiss Condensed Milk Go.,10, Mark Lane, London, E.G. 
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"THE LANCET" 



on 



VAN HOUTEN'S COCOA, 

3rd JULY, 1897. 

''Ill a recent analysis 
''which we have made, the results 
" distinctly indicate the advantage of 
« VAN HOUTEN'S PROCESS of manu- 
"facture. Thus this Cocoa yields 
" a decoction containing a maximum 
" proportion of the valuable food 
" constituents of the bean, and what 
" is of more importance still, these 
" are presented in a condition more 
" easy of assimilation and digestion 
"than in Cocoa not so prepared.*" 
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IN THE FRONT RANK." 




'-Gxm 



Is a combination of the African Kolo Nut, 
Extract of Malt, Hops, & the best Caracas Cocoa. 

REFRESHING, AGREEABLE, & STIMULATIVE. 



Tal^es the place of Tea and Coffee as a Morning 
and Evening Beverage. 

The LANCET says :— 
"Vi-Oo€oa must be assigned a place in the front rank of 
really valuable foods, since it is the embodiment of the numerous 

principles contained in malt, hops, kola, and cocoa Of 

distinct value as a restorative and stimulative food." 

The BRITISH MEDICAL JOURNAL says :- 
'* Vi-Cocoa is a very palatable beverage of great stimulating 
and sustaining properties." 

The MEDICAL MAGAZINE says- 
" Medical practitioners will find a valuable weapon in Dr. 
Tibbies' Vi-Cocoa in combating the various conditions of nervous 
exhaustion and enfeebled digestion. The ingredients of which it 
is composed are carefully selected and of undoubted purity and 
strength. " 

SAMPLE TINS SENT FREE ON APPLICATION. 

Address : Dr. TIBBLES' VI-GOGOA Limited, 

60, 61, & 62, Bunhill Row, London, E.G. 
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I. A. BEST Sl son, 

I! TL.. SURGICAL MECHANISTS, 

C< H. NOCK* 

MANUFACTURERS 01* 

ARTIFICIAL LIMBS, TRUSSES, CRUTCHES, 

ELASTIC STOCKINGS, KNEE OAFS, 

ABDOMINAL A; OTHEB BELTS, A;c., P0B0-FLA8TI0 JACKETS, 

INSTBUMENTAL SUFPOBTS OF ALL KINDS. 

19, Summer Lane, Birmingham, (near Snow Hill). 

BUSINESS HO UliS, 9 a.m. tiU 7-0 p m. SATURDA TS, 9-0 am. tOll^pm. 

Surgical Mechanists to the General, the Queen's, Children's, and other Birmingham Hospitals ; the 

General Provident Institution and Midland Hospital for Women ; Warneford Hospital, Leamington ; 

the Birmingham General Dispensary ; Guest Hospital, Dudley ; Walsall Hospital, &c. 

The Birmingham Hospital Sacurday Fund. 

A COMPETENT LADY ASSISTANT ALWAYS IN ATTENDANCE, 



AgHWOOD HOUSE, KINGSWINFORD 

A PRIVATE ASYLUM FOR LADIES AND GENTLEMEN. 

Proprietors : 

HBNHY GEORGB PEACOCK, L.R.C.P. Ed., M.R.C.S. Bno., L.S.A. Lokd., 

Fchnsrl^ BuidetU Medieal Qfficfr te dka>y< o/ Iht Dorm Cwmtf Atjflurn, Forabm, aod 

JAMES F. G. PIETERSEN, L.R.C.P., LOND. ; M.R.C.S., Bno. ; 

(Late Semor iiedkai Qfleer, CambtnoeU Bouh Atghunt London,) 

Lato Bodlngton aad Poaooek, Co-LloeiuMes. 

ASH WOO D HOUSE isa large Mansion in the County of Stafford, cloae 
upon the borders of Worcestershire. It is very substantially built, and is situated 
upon an eieyated spot, commanding extensive views. The Rooms are large, lofty, 
and cheerful, and the house, both inside and outside, has entirely the air and 
character of a gentleman's private residence. The soil is sand and gravel, has 
excellent naturid drainage, and is very dry. The gardens and grounds, about forty 
acres in extent, are well planted with shrubs and ornamental timber, and are 
extremely picturesque. The climate is genial, and the locality notoriously healthy. 
The country around is secluded and quiet, and affords a great variety of beautiful 
walks and drives amidst very charming scenery. 

The Patients associate with the family, and have every possible freedom allowed 
them consistent with safety. 

Carriage exercise is provided for those Patients whose friends desire it. Suites 
of Private Apartments and Special Attendants may be engaged if desired. 

There is a Billiard Boom, and a very fine Tennis Lawn, together with a variety 
of other means of recreation and amusement. Books, Magazines, and Periodicals 
are provided. 

Divine Service, conducted by the Vicar of Eingswinford, is held in the House 
every Sunday Afternoon. 

This Asylum was formerly carried on at Dbiffold House, Sutton Coldfiku>, 
where, for thirty-six years, it was in the hands of Ds. Bodiboton and his father. 
The establishment, owing to the expiration of the lease of the premisesy was 
removed to Ashwood Housb, in the year 1872. 

STOURBRIDGE is the nearest Railway Station. 

Poital Addrtaat— 

ASHWOOD HOUSE, 

KINQSWINFORD NEAR DUDLEY. 
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BULLOCK'S PEPSINA PORCL 

DOSE— 2 to 4 grams. 

ACID GLYCERINE OF PEPSINE 

CBUkL4>CK). 

DOSE— 1 to 2 drms. 

In this preparation advantage has been taken of the Bolnbility of Pepeine in 
Glycerine to produce a conyenient and desirable liquid form of this valnable 
medicine ; whilst the preservatiye qualities of the menstruum confer upon the Acid 
Glycerine of Pepsine the property of keeping for any length of time. 

May be prescribed with most substances compatible with acids. 
In 4 OK., 8 oz., and 16 oz. Bottles, and in bulk. 



The published experiments of G. F. Dowdbswell, Esq., M.A., Cantab., F.C.S. 
F.L,S., &c ; Dr. Pavt, Professor TusON, the late Professor Gabbod, Dr. Abnold 
Lbes, and others, conclusively demonstrate the excellence, high digestive power 
and medicinal value of the above preparations. 

*** In preisorihing the above Prtmarationg it is mggetted to iruert in parentheses 
as follows :-^(B TJLLOCK). 

J. L. BULLOCK & GO., 

3, HANQVER STREET, HANOVER SQUARE, LONDON, W, 



HENLEY-IN-ARDEN, WARWICKSHIRE. 
Dr. S. "hTaGAR, 

Who has for 16 years conducted an Asylum for both sexes at Bubmak Housb, 
Henley-in-Arden, has relinquished that Establishment as being unsuited to the 
requirements of the Insane at the present day. Dr. Agar has purchased an ample 
site in a most salubrious and attractive situation outside Henley-in-Arden, and has 
built *' Glendossill " expressly for the reception and treatment of a limited number 
of Upper and Middle- Class Insane persons of both sexes. No pains or expense 
have been spared in designing and constructing, both internally and externally, 
** Glendossill '* for its purpose, in accordance with the most modern and enlightened 
views of what is necessary for the comfort, safety, and treatment of patients 
BOjSering from any form of Insanity. 

Tblbgbaph and Postal Addbess— 

HENLEY-IN-ARDEN, >A^ARW1CKSHIRE. 
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Hall & English, 

- RRINTERS OF - 

THE BIRMINGHAM MEDICAL REVIEW, 

THE BIRMINGHAM RED BOOK, 

Etc. Etc., 
Solicit the favour of orders for every description of 

PRINTING, LITHOGRAPHY, BINDING, 

WOOD ENGRAVING, STAMPING, &c. ftc. 

ESTIMATES GIVEN ON APPLICATION. 

HALL & ENGLISH, 71, High Street, BIRMINGHAM. 

have received a large consignment oj 

Leather Goods suitable for Presents 



PUR8K8, POCKET BOOKS, LETTER CASES, CARD CASES. 

ALBUMS, ALUMINIUM PENCILS, INK STANDS, DESKS, ETC. 



Crested Stationery stamped at short notice in any colour. 



FANCY STATIONERY, ETC. ETC. 

DIARIES IN EVERY VARIETY. 

Ledgers, Day Boobs, Cash Boobs, Journals, 

Etc., Etc., 
in every description of Ruling kept in Stock. 

A TRIAL ORDER SOLICITED 
\k ALL WORK EXECUTED ON THE PREMISES. 
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[ Scottish Pr ovident Institution. 

Table of Premiums by Life and Limited Payment, 

For Assurance of £1000 at Death-with Profits. 



Agre 
next 
Birth- 
day. 



21 
22 
23 
21 
25 

26 
27 
28 
29 
30 

31 
32 
33 
31 
35 

36 
37 
38 
39 
40 

41 
42 
43 
44 
45 

46 
47 
48 
49 
50 



Annual 
Fremiam pay- 
able dnrinff 
Life. 



£18 
18 
18 
18 
19 

19 
19 
19 
20 
20 

21 
21 
22 
22 
23 



24 
25 
26 
27 

28 
29 
30 
31 
32 

34 
35 
37 
39 
40 



2 6 

7 6 

11 8 

15 10 



5 
11 8 
19 2 

6 8 
15 



5 

14 

5 



15 10 

8 4 

1 8 

16 8 
12 6 

9 2 
7 6 

6 8 

6 8 

9 2 

12 6 

17 6 



4 
14 



6 8 

10 

15 10 



ANNUAL PREMIUM LIMITED TO 



25 

Payments. 



£24 8 4 

24 12 6 

24 15 10 

24 19 2 

25 1 8 

25 5 

25 10 

25 15 10 

26 2 6 
26 10 

26 17 6 

27 6 8 

27 15 10 

28 6 8 

28 17 6 

29 10 

30 2 6 

30 15 10 

31 10 

32 5 



33 

33 18 

34 16 

35 17 
37 



10 
4 
8 
6 




38 5 

39 11 8 

41 10 

42 12 6 
44 5 10 



20 

Payments. 



£27 13 4 

27 17 6 

28 1 8 
^50 
28 8 4 



28 12 6 
^ 18 4 

29 4 2 
29 11 8 

29 19 2 

30 7 6 

30 17 6 

31 7 6 

31 18 4 

32 10 

33 2 6 

33 15 10 

34 9 2 

35 4 2 
35 19 2 



36 15 10 

37 13 4 

38 12 6 

39 13 



40 15 10 

42 10 

43 7 6 

44 17 6 
46 9 2 
48 2 6 



15 

Payments. 



£33 5 
33 11 



10 
8 



33 15 10 

34 
34 4 2 

34 9 2 

34 15 10 

35 3 

35 11 

36 



4 

8 

10 



36 10 10 

37 1 8 

37 14 2 

38 6 8 

39 

39 15 

40 10 

41 4 2 

42 
42 16 8 



43 15 

44 14 

45 15 

46 16 
48 1 



49 7 6 

§2 Ig 8 

52 8 4 

54 1 8 

55 16 8 



Age 
next 
Birth- 
day. 



21 
22 
23 
24 
25 

26 
27 
28 
29 
30 

31 
32 
33 
34 
35 

36 
37 
38 
39 
40 

41 
42 
43 
44 
45 

46 
47 
48 
49 
50 



The Don-proflt rates of other Offlce. differ little from thew Premlnm>. « . that pereonswho 
assnre with tbem throw away the prcpect of addition, from the Dro flM wltt.«nf. .... JZ!-: =:a=g 
advantagtt . — ' ' "■t~™»uiig 

PAID-UP POUCIE8. 

JJnoerallUmitedPaymentaDdBndowmentTableetheAiwirBd,ondI«contlniiInBtia™«».i. «... 

P^; I _ GUARANTEE INVESTMENT. 

«T,».«« T ™ " may be had on appUcation of a Sohbhb under which thexe U guaranteed toi liinnif » 
2l5*^®pPJ^ V'^S*^''*®"* *° ""^y *^*^'» *o *^«<^ '^ P^-f <»"*• per annum on iSSStiS^id 2?n« J 

Annuities and Endowments on favourable terms. Rates and Proposal Forms on applloation to 
BIRMINGHAM 0FFICE:-95, COLMORE ROW. 

Aduertisement continued on back of Oouer, 
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MUTUAL ASSURANCE with MODERATE PREMIUMS. i 

Scottish Providentj 

Institution. 

BIRMINGHAM OFFICE-95, COLMORE RO>/V. 

ECONOMY -EQUITY- SECURITY. 

1 HIS 80CIETT differs in its principles from other OflBces. Its 
terms are specially adapted to tlie requirements of Medical Men and 
others whose Income is dependent on continuance of health. 

Ibtsteab of charging rates higher than are necessary, and after- 
wards returning the excess in the shape of periodical Bonuses, it gives 
from the first as large an Assurance as the Premiums will with safety 
bear, reserving the whole Surplus for those Members who survive the 
period at which their premiums^ with compound interest at 4 per cent, 
amount to the sums assured — no share being given to those by whose 
- earlier death there is actual loss to the Common Fund. 

The WHOLE PROFITS go to the Policyholders, on the above system which 
is at once safe, equitable, and favourable to good lives. The Seventh 
Septennial Investigation showed a SURPLUS of £1,423,018 which, 
after reserving £391,796 for future division, was divided among 13,220 
Policies entitled. The first Bonuses ranged from 1^ and 18 to upwards of 
30 per cent, on Sums Assured. 
The next Division of Profits will be made at 31st December, 1901, 

FUNDS OVER £10,563,689. 

The PREMIUMS are so moderate that at most ages an assurance of £1200 or 

£1260 may be secured from the first for the same yearly payment which 

would generally elsewhere assure (with profits) £1000 only, — the difference 

being equivalent to an immediate and certain " Bonus " of 20 to 25 per cent. 

Aunual Premiums for ^100 at Death (with Profits). 



Agb next Birthday 


25 


*30 


35 


40 1 45 1 50 


Payable during Life 

Limited to 25 Payments 


£ s. d 

1 18 

2 10 2 


£ s. d 
2 16 
2 13 


£ s. d. 
2 6 10 
2 17 9 


£ s. d. 

2 14 9 

3 4 6 


£ s, d. 
3 5 9 
314 


£ s. d. 

4 17 
4 8 7 


• Thus a person of 30 may secure j^i,ooo at death by a yearly payment, during life^ of £io. 15^- 
This Premium, in any other of the Scottish Mutual Offices, would secure £800 only, instead of 
£1,000. The without profit rates of other Offices differ little front these, so that Assurers with them 


virtually throw away the prospect oj additions without any compefisating advantage. 



, Or, if unwilling to burden himself with payments during whole life, he may secure the same £1,000 
by twenty-^ve yearly payments of ;^26. xos.---being thus relieved from payment at a comparatively 
•aviy age. 

ENDOWMENT ASSURANCES with guaranteed rate^ oi 
bonus rfre now issued on very favourable terms, and will be found 
specially suitable to those requiring the use of the sum assured during 
advanced age. 

Reports, with full information, and Proposal Forms may be had on application to the Midland Branch 

95, Colmore Row, Birmingham. GEO. A. PANTON, Res, Secretary. 

B— also inaid* covert 
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